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ABSTRACT 

This report is designed to provide Florida's school 
personnel with assistance in working with students prenatally exposed 
to cocaine or other toxic substances. The report offers background 
data, practical strategies for teaching and learning, and resources 
for networking. The first chapter outlines statistics on the 
incidence of the problem of substance abuse in pregnant women, 
describes substances commonly used, and discusses s3nnptoms of 
substance abuse. Chapter 2 examines the effects of prenatal exposure 
to alcohol and other drugs on the fetus, infants, toddlers, and older 
children. The next three chapters address the role .of the child^s 
environment, the role of the school, and the role of other helping 
professionals. The final chapter discusses resources available to aid 
the helping professional, including two hotlines; 17 sources for 
information, consultation, and training; and a selected bibliography 
of approximately 25 items. Several journal articles and papers are 
appended, including "Infants Exposed to Cocaine in Utero: 
Implications for Developmental Assessment and Intervention" (Jane W. 
Schneider and others); "Drug Exposed Babies: Research and Clinical 
Issues" (Donna R. Weston and others); "The Development of Young 
Children of Substance-Abusing Parents: Insights from Seven Years of 
Intervention and Research" (Judy Howard and others); "Psychological 
and Behavioral Effects in Children Prenatally Exposed to Alcohol" 
(Ann Pytkowicz Streissguth and Robin A. LaDue) ; "Behavior and 
Learning Difficulties in Children of Normal Intelligence Born to 
Alcoholic Mothers" (Sally E. Shaywitz and others); and "Letter from 
Prison: A Cocaine-Addicted Mother." (JDD) 
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A messa(;e from tiik a)!!#iissj()^^^^^^ 



Please accept this copy of the most recent HOT TOPICS publication, 
COCAINE BABIES: FLORIDA'S SUBSTANCE-EXPOSED CHILDREN. This 
publication was developed by the Prevention Center in the Department of Education's 
Office of Policy Research and Improvement (OPRl). The H(>T TOPICS senes is 
designed to keep educators and policymakers up-to-date on important issues and trends 
in education. Each publication is developed with the input of education and content 
experts, and contains the most recent available information and research. 

Parents, social service providers and educators must work together to successfully 
teach and nurture substance-exposed children. The intent of COCAINE BABIES: 
FLORIDA'S SUBSTANCE-EXPOSED CHILDREN is to provide assistance in 
working with these special students. The challenge of meeting the needs of substance- 
exposed children is here in hundreds of pre-kindergarten, kindergarten, and elementary 
sch(X)l classr(X)nis. 

1 am aware thai teachers, principals, district administrators, school nurses, 
counselors, and psychologists need assistance in identifying and educating substance- 
exposed children COCAINE BABIES: FLORIDA'S SUBSTANCE-EXPOSED 
CHILDREN provides someof that help. Included is a summary of current publications 
on this critical issue. Also included is a resource list with contacts of organizations 
around Florida which parents and educators can call on for additional information. 

Our intent is to serve you and your staff with usable information on issues of high 
priority in public education. If we can be of further assistance, please call Nancy 
Fontaine, Program Director, Drug-Free Schools, or Dan Thomas, Public information 
Specialist, Prevention Center, (9()4) 488-6304. 




Betty Cas 
Commi;(»J^)ner of Education 



In receni years the problem of substance abuse during pregnancy has intensified dramatically 
due to the widespread use of cocaine and its highly addictive derivative, crack. Pervading all social 
strata, and including teenagers who are often completely unaware of the possible consequences to an 
unborn child, drug use among pregnant women is shockingly prevalent. Researchers now estimate that 
one in ten newborns across the U.S. is a substance-exposed child. (Throughout this document, the terms 
"substance-exposed child" and "prenatally-exposed child" will be used interchangeably.) 

The statistics on the prevalence of drug use during pregnancy have serious implications for our 
educational systems, because substance-exposed children often are unable to function in a traditional 
sch(X)l classr(X)m. The absence of consistent physical and emotional nurturance in their early lives 
causes these children to have difficulty with even the most basic skills, like pTXx:essing and following 
directions, playing with toys, or interacting with others. Further, they are at risk for chronic health 
problems, social and psychological maladjustment, and school failure. Without intervention, their 
prospects for a successful future are dim. 

Yet there is hope. Substance-exposedchildren do respond to aclassroom environment designed 
to meet their particular needs. Smaller classes that provide a structured learning environment are 
essential. With individualized attention from teachers trained to work with special neurological and 
behavioral problems, prenatally-exposed children ai« able to grow emotionally, socially, and intellec- 
tually. In c(x>rdination wilh other helping professionals working to serve drug-involved families, 
educators have the opportunity to significanlly enhance the livt:s of substance-exposed children. 

Cocaine Babies: Florida's Subsiance-Rxposed Children was created to provide teachers, 
principals, district administrators, school nurses, counselors, psychologists, and others working with 
prenatally-exposed children with background data, practical strategies for teaching and learning, and 
resources for networking. Several themes expressed in this document represent the current thrust of 
research and practice in the area of substance abuse during pregnancy: 

- prenatal substance abuse can cause a wide range of impairments which can either be mitigated 
or exacerbated by the child's early environment; 

- early intervention is very effective in helping substance-exposed children, particularly when 
the entire family is involved and services provided by professionals of all disciplines are coordinated; 

- the fundamental processes of bonding and attachment are particularly vulnerable to the stresses 
caused by prenatal exposure to alcohol and other drugs, andean inhibit emotional, social, and intellectual 
development in later years; 

. the emotional and intellectual problems resulting from prenatal exposure to alcohol and other 
drugs are often very subtle, and frequently occur in children of normal intelligence; 



- substance-exposed children require a school setting with a great deal of individualized 
attention, characterized by understanding, patience, structure, and consistency; 

- a wide range of resources in a variety of areas, including specific teaching strategies for 
prenatally-exposed children, arc available for educators and other helping professionals. 

The full tragedy of Florida's substance-exposed children has yet to unfold. As these children 
reach adolescence and adulthood, they will be likely candidates for more serious problems unless they 
and their families receive the help they now need. Schools are faced with the challenge of prcwidmg this 
special assistance. Though additional resources may be required, the benefits to substance-exposed 
children, their families, and society arc invaluable. 
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WHAT IS THK PROBLEM'i 
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Statistics 
Substances 



Symptoms 



Chapter 1 
WHAT IS THE PROBLEM? 



— ^.—....—^^^ — ---^ — — ^ 

No one can say prcciscly how many babies arc affected by prenatal exposure to alcohol and other 
dnius, but estimates do exist. Other statistics on related problems like child abuse and neglect and 
juvenile crime are also instructive in two important ways. First, they point to the fact that the problem 
is multifaceted, much more complex than the tragedy of substance-exposed infants m isolation. 
Second, such related statistics show a sharp increase since crack cocaine achieved widespread popularity 
throughout tlic United States. 

How many prcunanl women arc usinj; alcohol and other drugs? 

Approximately 1 in 10 pregnant women were found to have used drugs while 
pregnant, according to a 1988 survey of .^6 mostly urban, public, and private 
iiospitals across the United States. Reports of usage ranged from 0.4% to 27%, 
depending on tlie thoroughness of the assessments. The number of public aid 
patients was not a factor. 

f-ifteen percemof womenof childbearingage(13 to 44 years) currently use alcohol 
and other drugs. Of these, .^4 million consume alcohol, 18 million smoke 
cigarettes, and more than 6 million use illicit drugs. 

How large is Ihc problem of cocaine use by pregnant women? 

Rcccnl studies in the United Stales reported: 

(\x;aine-addicted babies account for 80% of the substance-affected babies born 
to women participating in the treatment program at Northwestern Memorial 
Hospital's Perinatal Center for Chemical Dependence in Chicago. 

rifty-eight percent of the women seeking obstetrics care at the Family Center of 
Jefferson Medical College in Philadelphia currently show cocaine in their urine 
screens: in 1985, the proportion was 7%. 2 

Of the 1226 women who gave birth at Boston City Hospital between 1986andl988, 
27% had smoked marijuana and 1 8% had used cocaine during their pregnancies. 2 



In a study conducted at Boston City Hospital in 1988, marijuana users 
gave binh to babies who were three ounces lighter and one-fifth of an 
inch shorter than babies bom to non-marijuana smokers. Cocaine use 
was associated with even shorter and lighter weight infants. 



How many babies are affected? 



A recent national study suggests that as many as 375,0(K) infants may be 
affected by substance abuse each year. 

An estimated 50,00() babies a year suffer the effects of maternal alcohol 
use during pregnancy; 10% suffer irreversible birth defects.- 

It is estimated that there are between one and three cases of Fetal Alcohol 
Syndrome among every 1,{KK) live births.^ 



What are the statistics for Florida? 



An estimated 3.5% of the 185.(XK) babies born in 1988 in Florida were 
substance-exposed newborns.'' 

In 1988-89. 10,425 newborns born in Florida were exposed to dnigs 
prenatafty. 

70% of the substance-exposed newborns in Florida are estimated to be 
"cocaine babies" who test positive for cocaine as well as other drugs.4 

13% of the substance-exposed newborns in Florida are estimated to be 
"cocaine-involved babies" whose mothers have a history of cocaine use, but 
do not test positive for cocaine at birth.^ 

17% of the substance-exposed newborns in Florida arc estimated to be 
"olher-substance-cxposed newborns." affected by marijuana, alcohol, am- 
phetamines, heroin and/or other drugs, but not c(Kaine. ^ 
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Only 36% oi" ihe inoihers of F<l()ric!a's subsiancc-exposed babies reported 
receiving any prenatal care/ 

Low binhwcight was a problem for 38% of the exposed babies who did not 
have prcnaial care, and for 26% of those who did have prenatal care. Thus, 
prenatal care made a difference despite exposure to drugs. '* 

3442 cases involving substance-exposed newborns were handled by HRS in 
fiscal year (FY) lV)88-89, as compared with 1930 in FY 1987-88. 4835 cases 
arc estimated for FY 1989-90 and 6219 in FY 1990-91.^ 



Are there any options for substance-abusing pregnant women? 

In a telephone survey of 1 8 public and private hospitals, two-thirds said ?hat^ 
they had no place lo refer substance-abusing pregnant women for treatment. 



Sources; 

' National Association for Perinatal Addiction Research and Education (NAPARE) 

^ National Institute on Drug Abuse (NIDA) 

N-lorida Alcohol and Drug Abuse Association (FADAA) 

' Florida Depaninenl of 1 lealth imd Rehabilitative Services (HRS) 

■\.'.S. House of Representatives National Select Committee on Children, Youth and 
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Among substance-abusing pregnant women, polydrug use tends to be the rule. Substances Uk^ 
alcohol and nicotine, for example, are often used in conjunction w.th a primary drug of cho^ such 
as crack cocaine. This makes it difficult to identify the particular ellccts on the fetus of spec, .c drugs 
tn isolation from one another. No substance, however, may be used by a pregnant woman w.thout nsk 



to the developing baby 
What are the most commonly used substances? 



ALCOHOL is the most widely used and abused drug in the U .S.. Ethanol is the active 
ingredient, which acts as a central nervous system depressant to slow down b(xlily 
functions like heart rate, pulse, and respiration. Alcohol affects different people m 
differemways, depending on the amount consumed, body weight, gender, the presence 
of food in the body, and the expectations one holds. In small quantities, alcohol may 
bring on feelings of well-being and relaxation; in larger amounts it can cause 
intoxication, sedation, unconciousness, and even death. 



COCAINE is a short-acting, powerful central nervous system stimulant that is 
extracted from the South American coca bush. The cocaine (cocaine hydrochloride) 
available in this country is a pure white crystalline powder combined with adulterants 
added to stretch the supply and increase the seller's profit. Talc, flour, laxatives. 
sugar,andlocalanestheticsarejustafewofthe additives used to cut cocaine. Cocamc 
is snortedthrough the nose, injected into a muscle or vein, or converted into a smokable 
form called freebase. 

CRACK is a nearly pure form ol cocaine that comes in the form of a light brown 
ormilky white pelletor "rock." Because it is smoked, crack delivers a burst of cocaine 
to the brain in less than 1 5 seconds, causing a dramatic high. Persons who smoke crack 
report feeling extremely powerful and sexually aroused. Yet within minutes the user 
is left craving more, as the euphoria is replaced by severe depression, paranoia, and 
imtability. In this way, crack users rapidly enter into a continuous cycle that can 
leave them physically and psychologically addicted in as little as two weeks. 

MARUUANA is a crude drug made from the plant Cannabis Sativa. THC (delta- 
9-tetrahydrocannabinol) is the main mind-altering ingredient, though burning or 
smoking marijuana allows as many as 2,(XK)secondarychemicalsto enter the b<xly. 
A marijuana cigarette or "joint" is made from the dried particles of the plant. 1 he 
strength of marijuana's effect depends on the amount of THC it contains. 
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PCP is phencyclidine, a synthetic drug first developed as an anesthetic agent for 
surgery in the I95()'s. Today there is no legal use for PCP. PCP is notorious for its 
variety of effects and for its unpredictability, acting at different times as a stimulant, 
depressant, or hallucinogen. PCP comes in several different forms in its original 
form as a white or yellowish-white powder, as a tablet, or as a capsule. Different 
methods of use induce different effects. The most popular is smoking marijuana, 
parsley, or tobacco sprinkled with PCP powder. PCP can also be snorted, injected, 
or taken orally by capsule or tablet. 

LSD, or lysergic acid diethylamide, is a derivative of ergot, a fungus that grows on 
rye and other grains. Eariy on it was used to treat mental disorders, alcoholism, 
epilepsy, and icniiinal cancer. Despite its later illicit status, it became popular 
when interest in its alleged mystical effects grew. LSD is a potent hallucinogen or 
psychedelic drug, even when taken in extremely small amounts. One ounce is able 
to supply abt)ut .^(K),(MX) doses. LSD is odorless, coloriess, and tasteless. In its 
liquid form it is placed in or on another substance - sugar cubes, postage stamps, 
"microdots" (tiny balls of compacted powder), "windowpane" (small squares of 
gelatin sheets or cellophane), and "blotter" (small squares of paper) and licked off 
or swallowed. 

OPIATES are ccniral nervous system depressants which are often used medically 
to relieve pain. Opiates are classified as narcotics, and include such drugs as heroin, 
codeine, opium, and morphine. They are derived from a resin taken from poppy 
plants found in countries throughout the world. Some opiates, like Demerol, 
Darvon, Percodan, Dilaudid, and Methadone, are synthesized by modifying the 
chemicals found in opium. All have a high potential for abuse. They are found 
in a variety of forms, including powders, liquids, tablets, syrups, and capsules. 



SYM PTOMS 



Professionals who work with pregnant women using alcohol and other drugs typically fa.l to 
recognize and confront substance use in their clients. A national hospital incidence survey conducted 
by N APARE. for example, found that substance abuse in pregnancy is one of the "^o^i^^'"'""" / "J '^^^^^^ 
oJall obstetric and neonatal diagnoses. According to NAPARE president Dr Ira Chasnoff, Many « 
these cases are unrecognized until after birth when the baby is bom addicted, often with severe phys.ca 
oTneurlgral damage." This lack of recognition. Chasnoff assem, accounts for the high rate of infant 
morbidity and mortality in these infants. 



What might indicate the use of these substances? 

PHYSICALJ:YMn^>M^ 



DRUG 



COCAINE 

(coke, rock, 
crack, base) 



ALCOHOL 

(beer, wine, 
liquor) 

MARIJUANA 

(pot, dope, grass, 
weed, herb, hash, 
joint) 

HALLUCINOGENS 
(acid, LSD, PCP, 
MDMA, Ecstasy, 
psilocybin, mushrooms, 
pcyolc) 



brief intense euphoria, elevated blood 
pressure and heart rate, restlessness, 
excitcmcnu feeling of well-being followed 
by depression 

intoxication, slurred speech, unsteady walk, 
relaxed inhibitions, impaired twrdinalion, 
slowed reflexes 

altered perceptions, red eyes, dry mouth, 
reduced concentration and cix)rdination, 
euphoria, laughing, hunger 

altered mood and perceptions, focus on 
detail, anxiety, panic, nausea, synaesihesia 
(simultaneous perception, for example 
smelling colors, seeing sounds) 



NARCOTICS euphoria, drowsiness, insensitiviiy lopam, 

(heroin, junk, dope, nausea, vomiting, watery eyes, runny nose 

Black Tar, China White, 

Demerol, dilaudid, 

D's, morphine, 

codeine) 



.LOOKFlQSR.^ 

insensitiviiy to pain, nausea, vomiting, waicry 
eyes, runny nose , needle marks on amis, 
needles, syringes, spoons, pinpoint pupils, 
cold moist skin, weight loss 

smell of alcohol on clothes or breaih, 
inioxicalcd behavior, hangover, gla/oil eyes 



rolling papers, pipes, dried plant ntaieriuK 
odorofbumthemp rope, roach clips, increased 

eating behavior 

capsules, tablets, "microdots", blotter squares 



needle marks on arms, needles, syringes, 
spoons, pinpt)int pupils, cold moist skin 
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PRENATAL DRUG USE IN PINELLAS COUNTY 



WHAT: A recent study was conducted by the National Association for Perinatal 
Addiction Research and Education (NAPARE), in conjunction with Operation PAR, 
a St. Petersburg, Florida drug treatment program. 

WHY: The purpose of the study was to look at the prevalence of drug use during 
pregnancy in a sample of pregnant women in Pinellas County, Florida, as well as aspects 
ofthereportingof such cases. Florida has a policy that requires hospitals to notify local 
health departments when an infant is born with drugs in its system or the mothtr is an 
addict. 

WHO: 7 1 5 pregnant women from both public and private health care sectors were 
involved. 

HOW: Fn)m January 1, 1989 until June 30, 1989, a urine sample for toxicology was 
collected from every woman al her first prenatal visit as she entered care at any of the 
5 public health clinics or in 12 of 20 private obstetric offices in the county. Urine 
samples were tested for cocaine, marijuana, opiates and alcohol. 

FINDINGS: 

. 14.8% of all women tested po.sitive for cocaine, marijuana, opiates and/ 
or alcohol. 

• There were no significant differences in the rates of public or private 
patients. 13. 1 % of women receiving private care, and 16.3% of women 
receiving care in a public clinic, tested positive for alcohol and other 

drugs. 

. Though white women (15.4%) had a slightly higher rate than black 
women (14.1 %), differences in the rates of those testing positive for 
alcohol and other drugswere not significant. 

• Marijuana was the drug used most often in the overall group. 

• Cocaine was used by 7.5% of black women and 1.8% of white women. 

. Because ak«h»)l is metabolized and excreted eight hours after consumption, 
it is likely that the use of alcohol was more frequent than the urine tests 
atuld determine. 



•Although white women were 1.09 times as likely as black women to have 
used drugs or alcohol, black women were 9.58 times as likely to be reported 
to county health authorities for substance abuse during pregnancy. 



ADDICTED INFANTS AND THEIR MOTHERS N 

The National Select Committee on Children, Youth and Families led by 
Congressman George Miller talked with hospitals in large metropolitan areas 
about damage caused by substance abuseduring pregnancy. The results of their 
survey were released at hearings on April 27, 1989. 

FINDINGS: 

. Filleen of the 18 hospitals surveyed reported three to four times 
as many drug-exposed births since 1985. 

. Drug-exposed babies are more likely to be born prematurely and 
have low birthweight, dramatically raising their risk of infant 
mortality and childhood disability. 

. Women who seek help during pregnancy cannot get it. Two- 
thirds of the hospitals reported that they had no place to refer 
substance-abusing pregnant women for treatment. 

. Hospitals in Los Angeles and Washington, D.C. reported the 
re-emergence of maternal death during labtir and delivery 
directly attributable to drug abuse during pregnancy. 

. Eight hospitals reported growing numbers of " boarder babies" 
who remain in hospitals because their parentsabandon or cannot 
care for them. 

Rep. George Miller of California writes: 

"While the number of drug-exposed babies remains relatively small, they 
are among the most expensive babies we care for. And, these children have the 
ability toswampevery system involvedwith their care - hospitals, chili protective 
services, foster care, and schools. 

Hospitals we surveyed cautioned that their estimate:; vastly undercount 
the number of women and children affected. They indicated, as well, that these 
newborns stay in the fwspital up to 13 days longer tluin healthy infants, at a cost 
which can reach nearly $1 ,H(X) a day. 

These problems are no longer confined to inner cities. In my suburban 
district in California, 40 babies a month arc horn drug-exposed, and these chil- 
, dren now represent 60-75% of foster care caseloads in the country." 
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WHAT ARE THE EFFECTS OF PRENATAL EXPOSURE 

• Categories of Effects 

• Effects on the Fetus and Infant 

. Effects on Todd!ers and Older Children 



Chapter 2 

WHAT ARE THE EFFECTS OF PRENATAL EXPOSURE 
TO ALCOHOL AND OTHER DRUGS ? 



The effects of prenatal exposure to alcohol and other drugs vary according to the particular 
circumstances of each child's pre- and postnatal experiences. The frequency, quantity and timing of use, 
for example, all influence the extent of damage to the fetus. Poor maternal nutrition and inadequate 
health care can compound the harmful influence of the toxic substances used by the mother during 
pregnancy. Further, prenatally-exposed babies may fail to thrive after birth as a result of poor feeding 
habits, inadequate care or disturbed bonding and attachment between mother (or caregiver) and child. 
In spite of these problems, however, if parents, teachers and other helping professionals meet the 
substance-exposed child's special needs as early as possible, the long-term consequences of prenatal 
exposure to alcohol and other drugs can be significantly reduced. 



Not all babies exposed to drugs and alcohol in the womb are born "hooked." Some babies are 
born '-clean;' but may have sustained injury as a result of exposure to some level of alcohol and/or 
other drugs. Others look perfectly normal at birth, but gradually display symptoms that hint of 
previous exposure. This variety of possible effects makes identification and intervention even more 
challenging. 

The three categories of effects suffered by infants affected by prenatal exposure to alcohol and 
other drugs are: 

1) ADDICTION - The newborn undergoes withdrawal, after which it may grow and develop 
more or less normally, as if addiction had not been pan of his or her short life experience. 

2) TOXICITY - Toxic effects cause direct injury to the developing fetus. 

3) TERATOGENICITY - More complex than addiction or toxicity, teratogenic effects may 
or may not appear at birth. Teratogenic effects involve structural damage of some sort. 
Drugs that act on metabolic, endocrine, or central nervous system functions may not cause 
symptoms to emerge until childhood or adolescence. 



CATE(;()RIES OF DRUG AND ALCOHOL EFFECTS 




". . . if parents, teachers and other helping, 
professionals meet the subsiance-exposed 
child's special needs as early as possible, 
the long-term consequences of prenatal 
exposure to alcohol and other drugs can 
be significantly reduced," 
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THF FFFRCTS OF AL COHOL AND OTHM My^SOJ!^^^ 

Some people believe that the fetus is protected from dangerous substances by the mother's 
placenta. Actually, the opposite is true. Alcohol and other drugs tlow rapidly and easily trom the 
mothers bloodstream through the placenta to the baby. Because the fetal liver is not fully developed, 
such substances also remain in the fetus for a much longer time than in the mother. Cocame tor 
example, has been found in six day-old infants who were exposed to the drug two to three days before 

birth. 



COCAINE 1 1 



How does COCAINE affect the developing fetus? 

When a pregnant woman uses cocaine, the risks to mother and child immediately 
increase. Cocaine decreases blood flow to the fetus, cutting off the passage of growth- 
enabling nutrients and oxygen. In addition, studies have found that women who use 
cocaine during pregnancy are more likely to smoke cigarettes and have poor weight gam- 
factors that also inhibit the development of the fetus. 

In the early months of pregnancy, the use of cocaine can cause a spontaneous 
abortion. Used later, cocaine may result in premature labor, a fetal stroke causing 
irreversible brain damage, or a stillbirth delivery. In some cases, neurological and 
respiratory problems may result, or organs may be underdeveloped or malformed. 
Sometimes the placenta pulls away from the wall of the uterus before labor begins, causing 
extensive bleeding. This condition, known as "abruptio placentae," can be fatal to btnh 
mother and child. 

How does COCAINE affect the infant? 

Babies exposed to cocaine in utero may remain irritable for six to eight weeks after 
birth and may not respond well to theirenvironmentsfortwoto three months. Other signs 
ofexposure to cocaine include: tremors, usually stiff muscles . irregular sleeping patterns, 
poor feeding patterns, increased respiratory and heart rates, and difficulty sucking and 
swallowing. Persistence of symptoms beyond the first few weeks of life suggests to some 
authorities a n>orc lasting central nervous system change rather than a withdrawal pattern. 
In addition, some researchers have found that substance exposed infants have a rate of 
Sudden Infant Death Syndrome (SIDS) ten times greater than non-substance exposed 
infants. 

Neurobehavioral evaluations at 3 days have revealed that prcnatally-expi>sed 
infants are largely unable to respond to the human voice and face, deficiem in the ability 
to interact with others, and highly unstable emotionally. Very sensitive to even the 
mildest environmental stimulation, newborns affectedby cocaine cry a lot. They do not fall 
asleep readily and once asleep are easily awakened. According to Dr. Diana Kronstadt of 
the Far West Uboratory for Educational Research and Development, "The distress of these 
newborns is obvious and yet they arc unable to calm themselves." 
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A normal infant can shut out unwanted stimulation and take m positive 
siimulaiion. Newborns affected by cocaine cannot. Withdrawn and difficult to comfort 
they are unable to respond to their mothers in the ways necessary to develop normal 
mother-child attachment. The infant's unresponsiveness, along with the guilt the 
mother may feel for using drugs, makes bonding even more difficuU. Asthemother s 
feelings of frustration and inadequacy build, the infant becomes increasingly vulnerable 
to child abuse and neglect. 



COCAINE AND INFANT COMMUNICATION 

S(X>n after birth, normal babies enter the give-and-take of human 
communication. Normally, the biologically-programmed response of an infant 
to his or her primary caregiver cements the relationship between them. This is 
the pr(x:ess of bonding. 

Newborns affected by cocaine, however, are physiologically unable to 
respond to their caregivers in the way nature intended. Compared with non-exposed 
infants, cocaine affected infants have "depressed interactive abilities." They aie 
easily disturbed, difficult to comfort, and unable to provide pt)sitive feedback to 
the caregiver. 

As a result, the relationship can be very unsatisfying for caregivers 
particularly for parents who condnue to use drugs. A negative cycle may develop 
in which the caregiver is unable or unwilling to provide the help required for 
recovery to an infant exhibiting difficult behaviors. Feelings of inadequacy and 
frustration on the part of parents may, in turn, lead to further abuse and neglect of 
the child. 



Source: Schneider, J.W., Griffith, D. and Chasnoff, I. (1989, July). Infants 
exposed to cocaine in utero: Implications for developmental 
as.sessment and intervention. inf:.ms and Yoimg Children, 25-36. 
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ALCOHOL I 



How does ALCOHOL affect the developing fetus? 



Frequent or heavy drinking throughout pregnancy may resuh in various serious birth defects. 
The most severe constellation of effects is known as the Fetal Alcohol Syndrome (FAS). Children with 
FAS demonstrate three kinds of impairments: 1) Growth retardation before and/or after birth, 2) A 
particular pattern of abnormal features of the face and head, and 3) Evidence of a central nervous system 
abnormality (brain damage) often resulting in intellectual impairment. FAS is the third most common 
cause of mental retardation. 

Some babies arc affected prcnatally by alcohol, but lack the full set of characteristics of FAS. 
Research indicates that there are approximately twice as many of these "mildly affected" children as 
there arc "severely affected" children with FAS. Fetal Alcohol Effects (FAE) is the term used to describe 
the variety of potential impairments associated with lower levels of maternal alcohol use during 
pregnancy than that found in mothers of children with FAS. FAE include any of the following: ear and 
eye defects, heart defects, physical deformities, joint and limb malformations, hemangiomas (a kmd of 
birthmark), cerebral palsy, mental retardation, and neurological abnormalities. 



How does ALCOHOL affect the infant? 



Prenatal exposure to alcohol may result in subtle central nervous system (CNS) deficits that may 
cause behavioral and learning abnormalities. Carefully controlled studies have identified a number of 
these functional Fetal Alcohol Effects: hyperactivity, decreased learning ability, poor locomotion, lack 
of cooidination, developmental delays, sucking and feeding difficulties and response inhibition. 

Infants with FAE may also show signs of brain involvement in impaired motor development, 
decreased capacity to self-regulate physiological states, and sleep problems. Irritable and restless 
sleepers, infants of heavy drinkers may have difficulties with bonding and provoke abuse from parents. 
Further, at eight months of age, infants of heavy drinkers showed significant decrements in height, 
weight, and head circumference. 
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How do OTHER DRUGS affect the developing fetus and infant? 



MARIJUANA 



Marijuana can cause premature delivery and even withdrawal symptoms. Like babies bom 
to cigarette-smoking pregnant women, newborns who have been exposed to marijuana in utero may 
be significantly lower in birthweight and shorter in length. As babies, they may be irritable and 
tremulous, and deficient in visual functioning. They arc also at increased risk for Sudden Infant Death 
Syndrome (SIDS). 



HEROIN AND OTHER NARCOTICS 



A mother using heroin andother narcotics is at greater risk for hepatitis (both acute and chronic), 
endocarditis, and AIDS, if the substance is used intravenously. The chance that the baby will be lost 
due to miscarriage or stillbirth is also increased. The infant is likely to have low birthweight and small 
head size (a sign of diminished brain growth). Other problems include withdrawal symptoms, 
difficulty in responding to human voice and touch, and increased risk of Sudden Infant Death 
Syndrome (SIDS). 



TRANQUILIZERS 



Babies of mothers who use tranquilizers often go through withdrawal after birth, suffering such 
symptoms as reduced ability to nurse, hypothermia, and breathing abnormalities. In addition, some 
tranquilizers are suspected of causing congenital abnormalities. 



BARBITURATES 



Sudden withdrawal from barbiturates by the mother or baby may result in seizuresor even death. 
The withdrawal symptoms resemble those of heroine-addicted babies, but tend to be more prolonged 
and severe. 



THE EFFECTS OF ALCOHOL AND OTHER DRUGS ON TODDLERS 
AND OLDER CHILDREN 



A•#c*^*•X•v•^^v^•e«»)•^^M«^ 



The long-term consequences of prenatal exposure to alcohol and other drugs vary considerably, 
reflecting differences in the child's rearing environment as well as those present at birth. Some children 
with severe symptoms are unable to function in an average classroom. Many others, typically with 
normal intelligence, demonstrate subtle impairments not easily associated with prenatal exposure to 
alcohol and other drugs. Researchers are just beginning to investigate the less obvious deficits "0^;;^ 
children. All agree that early identification and intervention can significantly help to remediate learning 
and behavioral problems. 



Highlights of Major Research Studies 



INTELLECT, PLAY, AND ATTACHMENT IN POLYDRUG-EXPOSED 
CHILDREN AT 18 MONTHS 



Dr Judy Howard and associates compared 18 prenatally drug-exposed 18-month-old toddlers with 
a comparable, non-exposed group. The researchers looked at intellectual functioning, quality of play, 
and security of attachment to the parent or parent figure. 

FINDINGS: 

. Drug-exposed toddlers had significantly lower scores on developmentol tests, but fell 
within the low-average range. 

. In an unstructured, free play situation requiring self-organi/ation, self-initiation, and 
follow-through without the assistance of an examiner, the drug-exposed toddlers 
showed striking deflcits. 

• For the majority of drug-exposed toddlers, play consisted of scattering, batting and 
picking up and putting down toys rather than the representational play (sustamed 
combining of toys, fantasy play, or curious exploration) more common m the 
comparison group. 

. Because representational play is associated with language acquisition, problems in 
language development are anticipated for drug-exposed children. 

• The drug-exposed toddlers had more impulsive, less g<«l-direcled behavior than the 
comparison group. 

. The drug-exposed toddlers were less securely attached to their caregivers than the 
comparison group. 



• The rearing environment, through fostering secure attachment, lessened the impact 
of prenatal drug exposure, but did not eliminate its effects entirely. 

Source: Howard, J., Beckwiih, L., Rodning, C, and Kropenske, V. (1989, June). The development 
of young children of substance-abusing parents: Insights from seven years of mtervemion 
and research. Zero to Three , p. 8 - 12. (See Appendix A) 



DEVELOPMENTAL ABILITIES OF COCAINE/POLYDRUG-EXPOSED 
CHILDREN AT TWO YEARS 



At the Perinatal Center for Chemical Dependence at Northwestern Memorial Hospital, the 
developmental progress of 263 prenatally drug-exposed children was evaluated over two years and 
compared with a control group of children whose mothers had not used drugs during pregnancy. The 
mothers of the children were categorized as cocaine/polydrug users because most used cocaine plus 
other drugs such as marijuana and alcohol. 

FINDINGS: 

. Evaluation at birth revealed the infants of the cocaine/polydrug using mothers were 
more likely to be born prematurely and generally weighed less, were s»'orter, and had 
smaller head cirv':umference. 

• By 3 months of age the mean infant weight had caught up with that of the drug-free 
control group. 

• By 12 months of age the two groups were not significantly different in length. 

• 1 trough 2 years ofage, the head circumference measurement remained smaller in the 
drug-affected children. Smaller head circumference is thought to be a marker of risk 
for long term developmental difficulties. 

. This study and others indicate that drug-exposed two-year-olds score poorest on 
developmental tests that measure abilities to concentrate, interact with others in 
groups, and cope with an unstructured environment. 

• The drug-cxp<Kcd children scored within the normal range for cognitive development 
and are not, as some people have stated, braindamaged. They will require a 
structured learning environment and patient, one-on-one attention from teachers 
and caregivers in order to achieve their maximum learning potential. 

Source: National Association for Perinatal Addiction Research and Education, 11 E. Hubbard Street. 
Chicago, Illinois, 6()61 1, (312) 329-2512. 
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LEARNING DISABIUTIES IN CHILDREN OF NORMAL INTELLIGENCE 
EXPOSED PRENATALLY TO ALCOHOL 



Children referred to the Learning Disorders Unit of the Yale-New Haven Hospital were evaluated 
for indications of prenatal exposure to alcohol. The researchers tested the hypothesis that, even 
in children of normal intelligence without Fetal Alcohol Syndrome, alcohol may be a frequently 
overlooked cause of behavioral and learning difficulties. 



FINDINGS: 



. Of 87 children referred for learning problems, 15 were found to have been exposed 
prenatallyto large amounts of alcohol. All were of normal intelligence. 

. None of the children displayed the severe symptoms of Fetal Alcohol Syndrome, but 
all showed thedeficits in growth, facial anomalies and "soft" neurological irregularities 
that would suggest prenatal exposure to alcohol. 

. Although the children prenatally exposed to alcohol had normal intelligence, subtle 
central nervous system impairments resulting from exposure to alcohol caused 
behavioral and learning deficits. 

. Children born to alcoholic mothers should be followed carefully through the early 
school years for the possibility of learning difTiculties. 

. Children experiencing school failure should be evaluated for indications of prenatal 
exposure to alcohol. 

Source: Shaywitz, S., Cohen, D. and Shaywitz, B. (1980, June). Behavior and learning 
difficulties in children of normal intelligence bom to alcoholic mothers. Thg Journal 
of Pediatrics . 96, 978-982. (See Appendix A) 
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POSSIBLE EFFECTS OF PRENATAL EXPOSURE TO COCAINE: 



In the fetus: 



Miscarriage 
Premature labor 
**Abruptio placentae' 
Cerebral stroke 
Stillbirth delivery 



In the infant: 



Low birthweight 

Small head circumference 

Impaired motor development 

Seizures and strokes 

Abnormally formed internal organs 

Rapid respiratory and heart rate 

Irritability 

Frequent startles 

Hypcrioniciiy 

Unresponsiveness 

'lYemulousness 

Difficulty in being comforted 

Irregular sleeping patterns 

Poor feeding patterns 

Abnormal sucking and swallowing 

Disorientation 

Frequent gaze aversion 

Atypical motor development 

P(K)r interactive capacities 

Alterations in bonding and attachment 

Increased risk of child abuse and neglect 

Increased risk of Sudden Infant Death Syndrome (SIDS) 

Increased risk of AIDS and syphilis (from mother) 



Impaired play skills Imtabihty 

Small head circumference Speech and language delays 

Impaired ability to concentrate Poor task organization and 
Impaired social skills processing difficulties 

Difficulty coping with an unstructured environment Problems related to separation and 

Impulsivity and hyperactivity attachment 

Heightened response to internal and external stimuli Motor development delays 
Tremors 



POSSIBLE EFFECTS OF PRENATAL EXPOSURE TO ALCOHOL: 



In the fetus: 



Miscarriage 
Premature labor 
Stillbirth delivery 



In the infant: 



Low birthweight 

Fetal Alcohol Syndrome, including: 

1) growth retardation before and/or after binh 

2) a particular pattern of abnormal features of the eyes, face and head, includm- 
small head circumference (suggesting diminished brain growth), small eyes,; ;u 
evidence of a retarded formation of the midfacial area including a flattened 
bridge andshon length of nose and flattened vertical gRxwe between the mouth 

and nose 

3) evidence of central nervous system abnormality 

Fetal Alcohol Effects, like: 
Physical deformities 
Hean defects 
Ear and eye defects 
Joint and limb malformations 
Mental retardation 
Cerebral palsy 
Neurological abnormalities 
Hemangiomas 
Irritability 
Sleep problems 

Impaired motor development; poor locomotion 
State regulation disorders 
Increased risk of child abuse 
Sucking and feeding difficulties 
Response inhibition 



InthecW^^^ 

Hyperactivity 



Reduced body weight, height and 

head circumference 
Facial abnormalities 
Mild hearing loss 
Development delays 



Attention deficit disorder syndrome, 
expressed as restlessness, short attention 
span, distractibility, longer reaction time 

Learning difficulties 
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LOW BIRTHWEICHT: WHA T DOES IT MEAN? 



One of the most common consequences of prenatal exposure to 
alcohol and other drugs is low birth weight. What does low birthweight 
actually mean? What significance does it have for a child's 
development? 

A baby is considered to have low birthweight if he or she weighs 
less than 5.5 pounds at birth. Having failed to thrive in the mother's 
womb, the low birthweight baby faces significant risks which should not 
be underesiiniaied. For example, compared with infants of normal 
weight, low birthweight babies: 

• arc 40 limes more likely to die in the first year of life. 

• account for two-thirds of all neonatal deaths. 

• are still five times more likely to die even if they survive the 
first month of life. 

In addition, the educational outlook for low birthweight babies 
is compromised. Low birthweight infants: 

•often have neurodevelopmental handicaps, including cerebral 
palsy and seizure disorders, which are linked with learning 
disabilities and behavioral problems in the classroom. 

• are also susceptible to chronic respiratory problems that can 
interfere with school attendance. 

Finally, these and other potential impairments put families of low 
birthweight babies in an emotional and financial crisis. 

Source: Preventing Low Birthweight. (1985). Institute of Medicine. 



DRUGS AND BREASTFEEDING 



In the same way they pass freely through the placenta to the developing fetus, 
alcohol and other drugs pass readily into the breastfeeding mother's milk. Dr. Ira 
Chasnoff of Northwestern University Medical School reports on the case of a mother 
who breastfed her infant while snorting cocaine over a 4-hour period. Themfant 
was brought to the emergency room with signs of cocaine intoxication: dilated 
pupils, hypertension, tachycardia, and extreme irritability. 

Source: Chasnoff, I. (1987, May). Perinatal effects of cocaine. QmifimjZOmryOBZ 
GYN . p. 163-179. 



1 WITHDRAWAL: The Neonatal Abstinence Syndrome 



Sixty to ninety percent of infants born to mothers with a recent history of narcotic 
abuse show clinical signs of withdrawal. The characteristic sequence of withdrawal 
effects is called the neonatal abstinence syndrome (NAS). Newborns with NAS show 
increased sensitivity to noise, irritability, poor coordination, excessive sneezmg and 
yawning, and uncoordinated sucking and swallowing reflexes. Abstinence symptoms 
last for four to six months after birth, often with a peak in symptoms at about six weeks 
of age. NAS has also been seen ir newbt)rns exposed prenatally to drugs other than 
narcotics, including phenobarbitol, diazepam, marijuana, cocaine, and alcohol. 

Source: Chasnoff, I. (1988, March). Newbt>m infants with drug withdrawal symptoms. 
Pediatrics in Review . 9, 273-277. 
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WHAT IS THE ROLE OF THE CHILD'S ENVIRONMENT? 

• Profile of the Pregnant Substance Abuser 

• The Child's Place in the Drug-Abusing Family 

• Substance Abuse, Bonding and Attachment 



Chapter 3 

WHAT IS THE ROLE OF THE CHILD'S ENVIRONMENT? 



Environment plays a critical role in the life of the substance-exposed child, since it can lessen 
or exacerbate the damage that took place in the womb. The child who is moved from one foster care 
placement to another or who is neglected or abused at home, for example, is unlikely to thrive 
emotionally, intellectually, socially, or physically . A setting characterized by structure, consistency, 
and love, on the other hand, can go a long way towards ameliorating the difficulties faced by children 
prenatally exposed to drugs. 

Though substance abuse in pregnancy is found in rural, suburban, and urban settings, among 
women of all races and economic strata, most studies of substance-abusing pregnant women have 
involved low socioeconomic status women seeking public aid. These women are alike in several ways. 
First, they themselves tend to be victims of unresponsive or traumatic rearing environments, without 
positive role models for parenting. Second, they have great difficulty in meeting the special needs of 
their drug-exposed children, at least without help. Finally, even when motivated to seek treatment, these 
substance-abusing pregnant won\en have few options, since drug treatment programs traditionally 
exclude pregnant women. 

Professionals who face the painful reality of substance-exposed children must avoid demeaning 
appraisals of drug-involved mothers. The most effective effort is one grounded in empathy for the entire 
family of a substance-exposed child. According to Dr. Judy Howard at the University of California at 
Los Angeles (UCLA), the work of she and her colleagues is successful, in part, because of the "stance 
of respect" from which all staff approach the substance-abusing families engaged in her research and 
service project. Essential to the cultivation of this respect is a deep understanding of the struggles of 
substance-abusing families. 

PROFM^^^^^ . ^ 

The following characteristics are drawn from studies of highly impoverished, substance-abusing 
pregnant women: 

• Most have a history of physical, sexual, or emotional abuse. 

• They have the disease of chemical dependency and need treatment. 

• Their mothers and fathers probably abused alcohol and other drugs. 

• They are likely to live with a drug-using partner. 

• They may come from the poorest, most deprived, most chaotic environments. 

• They feel guilty and responsible for their plight. 

• Their orientation to life is often characterized by low self-esteem and powerlessness. 

. Denial is part of their disease prcKess. They tell themselves "a little won't hurt," orTU do it just once 
more". 

• Blaming, reprisals, and attempts to criminalize them keep them from using systems and services that 
could help. 

• Their ability to be a good parent is compromised by their disease of chemical dependency and the 
often difficult behavioral characteristics of their infants. 

Source: Kronstadt, D. (1989, March). Pregnancy an d ccxraine addiction: An overview of impact and 
treatment . Far West Laboratory for Educational Research and Devclopmcnt,Sausalito, CA. 
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THE CHILP-S PLACE IN THE SUBSTANCE:ABJJS1NG FA^^^^^^ 



The following is exceipted from "The development of young children of substance-abusmg 
parents: Insights from seven years of intervention and research", an article on substance-abusing 
families involved in a research/treatment project at the University of California at Los Angeles 
(UCLA), under die direction of Dr. Judy Howard: 

Substance-abusing parents are unstable, move frequently, lack 
telephones, fail to keep appointments, and drop out of sight when abusing 
illicit drugs. Friends and often family collude with the substance- 
abusing person's flight from representatives of authority structures such 
as universities, medical and legal systems. We have found, therefore, 
that it is very important not only to provide clinical services but to 
provide them through an intervenor who is able to establish an 
ongoing, stable, nurturing, and non-threatening relationship with the 
subject. 

Substance abuse undermines normal patterns of interaction and 
alters conventional priorities (Howard, in press). The families we have 
worked with, who are poor and are chronic polysubstance abusers, have 
multiple legal, social and medical problems. They often come from 
a history of impoverishment, abuse, and intergenerational chemical 
dependence. One mother, for example, told us how her mother taught 
her to shoplift and then to sell the stolen g(xxis on the street. This mother 
was introduced to heroin by her own father. (In fact, a significant number 
of parents experienced their first exposure to drugs and alcohol through 
their own parents' encouragement.) Another mother told us that when 
she was upset as a child her mother would mix her a drink and say, "Drink 
this; it will make you feel better." A third mother stated that her own 
father "shot me up with heroin when 1 threatened to call the cops on him." 

Parents who are addicted to drugs have a primary commitment to 
chemicals, not to their children. Disruption and chaos in the household 
often result in the neglect or disregard of the child' s needs. For example, 
a three-month-old baby in one of our research projects was found 
underneath a bed by a neighbor. The baby's parents and friends were 
high and consequently not merely inattentive to the baby's needs but 
completely unaware of the baby's presence. Another mother explained 
her inability to keep medical appointments for her child because she was 
out "chasing the bag" - that is, looking for drugs. Yet another mother 
explained her pregnancy by stating that "1 need this baby to slow me 
down, to keep me off the streets." 

Chronic drug use can impair and distort a parent's thoughts and 
perceptions. Chronic use of mind-altering drugs can interfere with 
memory, attention, and perception. Mothers in our studies have had 
difficulty remembering their own children's birthdates. 
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Safety is an issue for family members, for professional staff 
who make home visits, and most of all for the children of substance- 
abusing families. Drive-by shootings and violence where drugs arc 
used and sold are daily occurences in their neighborhoods. Further, 
children are often in danger because their addicted parents do not 
function as protectors and advocates. Infancy professionals who have 
been trained to acknowledge and respect that parents have a primary 
leadership role in their children's lives must learn to understand that the 
substance-abusing parent is often unable to assume this primary 
protective role. The first goal of professionals, therefore, is to keep the 
child visible in the community in order to monitor the child's safety in 
a dangerous drug culture." 



Source: Howard, J., Beckwith, L, Rodning, C, Kropenske, V. (1989, June). The development 
of young children of substance-abusing parents: Insights from seven years of intervention 
and research. Zero to Three . 9, 8-12. 



In a 1989 study of 253 pregnant adolescents conducted at Boston 
City Hospital, the use of alcohol and illicit drugs was found to be "a 
common and sometimes frequent experience.'' According to the 
researchers, the group under study reflected the poor, predominantly 
black and Hispanic, unmarried population served at Boston City 
Hospital. Among their findings: 

• one in six used cocaine during their pregnancies. Slightly over 
half used alcohol and just under a third used marijuana during their 
pregnancies. 

• adolescent drug users had more of their social support provided 
by their male partners than nonusers. 

• adolescent women who used drugs were nearly three times 
more likely than nonusers to report being threatened, abused, or involved 
in fights during pregnancy. 

•drug use among pregnant adolescents was closely tied to their 
partner's drug use. For this reason, it is recommended that intervention 
and prevention effons address both the adolescent mother and her male 
partner. 

• the mother's drug use is often an attempt to cope with 
unhappiness and stress resulting from such difficulties as depression, 
poverty, poor social supports, and a variety of negative life events. 

Source: Amaro, H., Zuckerman, B. and Cabral, H. (1989, July). Drug use 
among adolescent mothers: Profile of risk. Pediatrics . 144- 



SUBSTANCE ABUSE AND TEENAGE PREGNANCY 




150. 



V 



29 



THE RISK OF AIDS 



In addition to other poteniial problems, the child exposed todrugs 
in utero is at greater risk for the Human Immunodeficiency Virus (HIV) 
infection, a precursor to AIDS. This is because women who use cocaine 
are at high risk for the AIDS virus, as a result of a life-style often 
characterized by promiscuous sexual behavior and exchange of sex for 
drugs. In addition, crack cocaine may be injected in order to sustain a 
lasting high, enormously increasing the risk of HIV infection by a 
contaminated needle. Studies suggest that 50% of infants bom to mothers 
infected with AIDS or AIDS Related Complex (ARC) become infected. 
These children will require extensive medical and psychosocial care for 
as long as they live. 

Source: Falloon, J., Eddy, J., Wiener, L. and Pizzo, P. (1989). Human 
immunodeficiency virus infection in children. Journal of Pediatrics. 
114. 1-30. 
and 

The Far West Lab for Educational Research and Development, 
The Center for Child and Family Services, Sausalito, CA. 



SUBSTANCE ABUSE, BONDING, AND ATTACHMENT 
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Bonding, the process by which an infant develops a sense of trust and attachment to a consistent 
caregiver, is essential for healthy psychological development. Attachment is defined by Kennell ( 1976) 
as " an affectionate bond between two individuals that endures through space and time and serves to join 
them emotionally." Attachment helps the child to: 

- attain his full intellectual potential; 

- sort out what he perceives; 

- think logically; 

- develop a conscience; 

- become self-reliant; 

- cope with stress and frustration; 

- handle fear and worry; 

- develop future relationships; and 
. reduce jealousy (Fahlberg, 1979). 

Bonding is often extremely problematic for newborns affected by alcohol and other drugs. These 
children typically face lengthy hospital stays, return to chaotic drug environments, or enter the foster 
care system, all circumstances interfering with the development of a strong, secure relationship between 
infant and mother or primary caregiver. 
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In addition, drug-affected babies are likely to have health problems, be difficult and demanding, 
and are less responsive and rewarding than even ''difficult" babies. The inability of these babies to 
communicate their needs effectively, combined with frequently inadequate parenting skills on the part 
of the caregivers, makes bonding even more difficult. Magid and McKelvey (1987) describe this as the 
"vicious cycle of the non-responsive infant": When a child is not physically responsive, the mother 
wonders what she is doing wrong. As the mother's feelings of nervousness and anxiety grow, the child 
becomes more nervous and anxious, and withdraws even more from the mother. Thus, the cycle begins 
again. 

Magid and McKelvey assen that the "vicious cycle" begins when "the infant has failed, sometime 
during the first year, to develop a strong internalized parent As this cycle continues, babies fail to gain 
a sense of trust." In their review of the work on bonding and attachment, they found that the extent of 
psychological damage resulting from a failure to bond with a primary caregiver depends on three main 
factors. They describe them as: 

1 ) The age of the infant when the bonding cycle is broken. The younger the 
infant, the more disastrous the break will be. The first months of an infant's life are the 
most important for the attachment process, although the process does not seem to be fully 
complete for about two years. 

2) The length oftime the cycle is broken. If a primarj' caregiver is gone from 
the child a relative few hours, little damage is done. But repeated day-long breaks, or 
breaks of several days or more, can result in an unattached child. 

3) The basic genetic predisposition ofthe particular child. Just what role this 
plays has not been determined at this time." (p. 68) 

The many problems facing babies prenatally exposed to alcohol and other drugs greatly threaten 
the establishment of a strong, secure bond and sense of attachment to a primary caregiver. The impor- 
tance of this relationship between the infant and mother or primary caregiver cannot be understated, 
since it impacts on the child's physical, intellectual, emotional, and moral development. Clearly, the 
answer to the question of substance abuse during pregnancy lies in prevention. Researchers, praction- 
ers, legislators, and other citizens must work together to build a society in which the future of our 
children is everyone's top priority. Only in this way can the cycle of substance abuse and pregnancy end. 

Sources: 1) Kennell, J., Voos, D. and Klaus, M. (1976). Parent-infant bonding. In R. 

Heifer and C.H. Kempe (Eds.), Child abuse and neglect. Cambridge, MA: 
Ballinger Publishing. 

2) Fahlberg, J.V. (1979). Attachment and separation: Putting the pieces 
together. Michigan Department of Social Services, DSS Publication 429. 

3) Magid, K. and McKelvey, C. (1978). High risk: Children without a 
conscience . New York: Bantam Books. 
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WHAT IS THE ROLE OF THE SOHOOL^ 



• Roles of the School Staff 

. Identifying At-Risk Children 

• A Model Program 



Chapter 4 

WHAT IS THE ROLE OF THE SCHOOL? 



Expens suspect that our educational system already contains significant numbers of substance- 
exposed children. Because these children are of normal intelligence, however, the subtle deficits 
affecting their performance may remain undetected Early research with substance-exposed preschoolers, 
the oldest groupof children being followedby researchers, shows they are unable to function effectively 
in a traditional school setting. Thus, without assistance, substance-exposed children appear to be at great 
risk for school failure and for dropping out of school. 

Yet the proper school setting can make a great difference in the lives of children affected by their 
parents' substance abuse. Structure, consistency, and concern are important components of this optimal 
learning environment, along with a good deal of individualized attention. Teachers who work with 
substance-exposed children must be familiar with related neurological impairments that affect learning 
and behavior. Rather than working in isolation, they must also be willing to work as part of a 
multidisciplinary team. In model early intervention programs, the first substance-exposed children 
under study arc responding to such an approach by learning and growing. 

W()RKIN(} WITH SUBS TANCE-ABUSED CHILDREN: ROLKS OF THE SCHOOL STAFF 
The Teacher should: 

• be supportive of various intervention techniques that work with drug-exposed children (see 'Teaching 

Strategies" in this chapter). 

• be open-minded and willing to try new and different methods to meet the child's needs. 

•be ready to coordinate with a variety of different resources and agencies to assist the child^s cognitive, 
physical, emotional and behavioral development. 

• through patience, love and understanding, provide the environment in which the child can progress 
comfortably and in which sometimes reluctant parents can be encouraged to participate in their 
child's development 

•coordinate with other school-level support staff to provide a team approach for each child, 
•be provided with information related to identifying and assisting substance-exposed children. 

The Counselor should: 

• be able to identify signs and symptoms of drug-exposed children. 

• be aware of assessment techniques and instruction for use with the child and the family. 

• be able to provide specialized guidance and counseling in the school setting. 

• be able to provide support and guidance for other staff members. 

• be ;»ware of community resources for information and rcfciral. 



35 



The Principal should: 



. be knowledgeable about signs and symptoms of dnig-involvcd children. 

• be sensitive to special needs of drug-involved children. 

. be aware of special curriculum and instructional techniques necessary for use with these children. 
. be knowledgeable about the affective as well as academic needs of drug-involved children. 
. be aware of sources of training for staff in dealing with drug-involved children (see below). 

The Child Care Center, Pre-kindergarten, and Kindergarten Director should: 

• be able to recognize that drug-involved children will need special consideration in both practice and 

curriculum. .. . , . , , ^ ^ 

• airange to provide for such special consideration as far as possible withm the center s means 

• pay special attention to staffing. 

• use innovative ways of involving parents or guardians. 

. be willing to refer drug-involved children for diagnostic screening if necessary. 
. make arrangements for outside assistance if deemed important to the child's overall development. 
. make it his or her responsibility to follow through on a child's referral to an outside source since 
continuity of care is critical. 

Source: Kate Howze, M.S. and Wendell Howze, Ed.D., personal communication. 



Some Sources of Training in Florida: 

. Linda Delapenha, Supervisor. Primary Diagnostic Services, Department of Student Sew^^^^^^ 
Hillsborough County Schools. 411 East Henderson Avenue, Tampa, FL 33602, (813) 272-45 /C). 

. Shirley Davis. Director. Child Development Center. Operation PAR, 10901-C Roosevelt Blvd., 
Suire 1000, St. Petersburg, FL 33176,(813)577-9728. 

• Kate Howze, Community Relations Specialist, Juvenile Welfare Board of Pinellas County, 4140 
Forty-Ninth St. N.. St. Petersburg. FL 33709. (813) 521-1853 . 

•Wendell Howze. Assistant Principal. Northeast High School, 1717 54th Avenue. St. Petersburg, FL 
33714. (813)527-8441. 
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ipENTIFYING^ 



The following list of behaviors was compiled by the staff of Los Angeles* Program for Children 
PrenaUiUy Exposed to Drugs (FED). Substance-exposed children displaying these behaviors are ai risk 
for sch<x)l failure and a variety of related problems. 

Perinatal Substance Abuse: Indicators for Early Intervention Services 



Mo and Neurological Development 

• tremulousness, tremors when reaching, increased startling 

• poor quality of visual following 

• r • visual attention to people and objects 

• . ' mg out, staring spells, bizarre eye movement 

• i . iTiotor dexterity difficulty 

• gross motor clumsiness 

Affective and Behavioral Development 

• lability of emotion, rapid shift from apathy to agressiveness, 

• irritable, hyper-sensitive, explosive and impulsive behaviors 

• depressed affect, decreased laughter 

• difficulty in comforting self and being comforted 

• marked difficulty with transitions and changes 

• increased testing of limits 

-insists on doing tasks on own terms 

-persistent refusal to comply to simple commands 

• inability to self-regulate or modulate own behavior (easily becomes over-excited, cannot 
calm down) 

Social/Attachment Development 

• decreased use of eye contact to initiate social interaction 

• decreased use of gestures to initiate social interaction 

• decreased/absent stranger and separation anxiety 

• indiscriminate attachment to new people 

• aggressiveness with peers 

• decreased compliance to verbal direction 

• decreased response to verbal praise 

• decreased use of adults for solace, comfort and object attainment 

• decreased use of adults to gain recognition for accomplishments 



Problem Solving, Attention and Concentration Strategies 



• poor on task attention 

• increased distractability to extraneous sounds and movements 

• inability to accommodate in problem solving situations 

- impulsive responses before "reflecting*' 

- persistent use of ineffective problem solving strategies, or 

easily "gives up" without trying other strategies 

- decreased visual scanning of all components in problem solving situations 

- decreased use of trial and error strategies 

- delay in acquisition of sense task completion 



Language Development 

• fewer spontaneous vocalizations from early infancy 

• delayed acquisition of words 

• decreased use of acquired words/gestures to communicate wants and needs 

• prolonged use of "in-class" errors in picture/object identification at preschool 

• prolonged infantile articulation at the preschool level 

• difficulty in "word finding" at the preschool level 



• shows decreased spontaneous play with increased aimless wandering 

cdoes not apply acquired adaptive skills in spontaneous stacking, marking and contamer play 

• cannotorganizeown play, appears perplexed and confused, cannot select materials and focus 

adaptively 

• shows delays, discontinuity and disorder in representational play 

• easily overstimulated by too many things and people and by too much noise - 

• has difficulty with peer relationships in unsupervised play 



Source: Program for Children Prenatally Exposed to Drugs (PED) Team, 

Los Angeles Unified School Disu-ict, Division of Special Education 
PED Team: Carol Cole, Teacher 

Victoria Ferrara, Teacher 

Teresa Garcia, Psychologist 

DeboraJi Johnson, Psychiatric Social Worker 

Marci Blankett Schoenbaum, Teacher 

Rachellc Tyler, M.D. 

Valerie Wallace, Psychologist 



Marie Poulson, Ph.D., University Affiliated Program, Children's Hospital 



A MODEL PR()(;RA!V1 

The following is excerpted from 'Today's Challenge: Teaching Strategies for Working with 
Y<»ung Children Pre-natally Exposed to Drugs/Alcohol", a booklet developed in July 1989 by the staff 
of the Children Prenatally Exposed to Drugs (PED) Program of the Los Angeles Unified School District. 
The booklet was designed to provide guidelines for preschool programs wishing to meet the needs of 
substance-exposed children. The teaching strategies are organized in the areas of learning, play, social/ 
emotional communication and motor development, and home/school partnership. In addition to specific 
teaching strategies, there are descriptions of normal development as well as behaviors that place 
prenatally-exposed children at risk. 

Overview 

Background 

The U>s Annclcs Unified School District, Division of Special Education, has initiated a pilot 
project serving twenty families in two classrooms at Salvin Special Education School and one at 75 ih 
StrcctSchool. The pilot serves childrenages 2-6 wh)havebeen prenatally exposed to drugs (PED). 
Usin-A a tramdiscipUnary approach, a team consisting of teachers, psychologists, social workers, 
speech and language specialists, adapted physical education staff, a physician, and a nurse offer 
services to cfuldren and families. 

Purpose 

The pilot is designed to determine the educational strategies that will be necessary to 
serve this high risk population. Ongoing assessments and documentaion help to identify the 
learning styles, behavioral characteristics and difficulties with bonding that are often found in these 
children. To promote understanding of these young children, special emphasis is placed on stre%:fiening 
the home/school partnership, gathering and implementing data from related research, developing 
curriculum guidelines, providing parent/caretaker education and disseminating information to the 
conumnity. 



Entrance Criteria 

J. Ave: Three years, zero months to four years, zero months 
2. Cognitive Ability: Overall functioning within average range 

? Medical: Prenatal exposure to drugs such as cocaine, POP, heroin, etc. Children who have 
a medical condition such as a) seizures, b) deafness, c) blindness, d) severe mental retardation, 
e) severe physical disabilities, f) chromosomal abnormalities, that would qualify them for services 
on a special education site are not eligible for services in the PED program. 

4. Behavioral Characteristics: Childrenmay exhibit any of the following: tremors, perceptual 
disorganization, blanking out, speech and language disorders, minimal development delays, 
disorganized play, difficulty with transitions, poor peer relationships and poor coping skills. 
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Characteristics of Children Prenatally Exposed to Drugs/Alcohol 

There is no "typical profile" of a dru^-exposed child, and as such each child miu:t he 
educated ! an ZivUimlwith particular strengths and vainer abiliiies. Because the effects of 
f^^^ml^cZ^ott^drug ^se on children are varied, the ^rTT:tclZTZZZ^^ 

kratl'^LlZZ^^^^^ 

a^mS^m^Thw^^^^^^ speech a,ul language delays, p<H>r task organization and processing 
SX« p^W^mf^ ^<^P<^ratum, poor social and play skills, and motor 

development delays. 

While organic deficits caused by prenatal exposure to drugs cannot always he remediated, 
atulwMeim^urd^agai^^^ 

cif/^/^i^r;?.S^^ can significantly improve a child's self esteem, self-control, and 
ability to solve problems in the real world. 



. To develop a n.eschool program t\m incorporates a family foes, "^^l^^^^^^ 
assessments, individualized programming, consistent teaching, support staff, and program 



Goals of the FED Program 

J. 

evaluation. 

7 Tn develoD effective strategies and provide structured learning experiences to promote the 
• logZecol^u^^^^^ a,ui m<nor development of children premtally exposed 

to drugs including alcohol. 

3 To identify preschool children who are at-risk for heliavioral ami developmental learning 
' problems due to prenatal alcohol or other drug exposure. ,.i,;ur^„ ,n n 

4 Tofadlimethe succesful transition of Prenatally Exposed To Drugs. FED, children to a 
legZ e^calnsettiig or to their least restrictive special education program placement. 

5 To promote a better understanding of young children wluylmvc been prenatally exposed to 
' drugs including alcohol and who are at-risk for school failure. 

Ptulosophy of Program 

Thebehaviorsseeninthepreschoolerprenatallycxposedtoaicoholorotherdrugsaretim 

context of the child's experience. 

D..i.nrrh hn, xhown that the progress a child prenatally exposed to drugs is more favorable 
l Zfi^£^^^^ secure alid stable cnviro,mem; thereiore, intervention 

when '/^.f mm include the development of protective environments with defined 

Zr^Te^I^tado^ Z^^ y^ell as the proviiion of on-going nurturing ami support. 
Zn^n^iSe reZo^^^ for children's emotional and cognitive well-being. EstMishing 

a troZ^Z^^^ child through understanding a,id acceptance is a teacher s major 

prorUy ZyTthl context of a good attachment will a child's true potential be realized. 
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Intervention strategies, lo be effective, must attempt to counteract prenatal risk fac ors and 
stressful life events. Toaccomplish this, the teacher must build in protective factors within the classroom 
environment and provide Jdcilitative ways for youn^ children to cope appropriately with stress. Self- 
esteem, self-control, and problem solving mastery is best achieved when protective factors are coupled 
with afacilitative approach in the acquisition of better coping skills. These protective and facultative 
factors are similar to those built into any good preschool program, but because children prenatally 
exposed to drug are more vulnerable, these program components are essential 

The following are protective factors to be built into a classroom for at-risk children: 



A. Respect 

Children at-risk need a setting composed of nurturing adults who are respectful of children's 
work and play space and who do not make unrealistic demands nor unpredictably appear and 
disappear. 

B. Routines & Rituals 

At-risk children need a setting which is predictable. Providing continuity arid reliability 
through routines and rituals and scheduling activities to occur in a predictable order over time 
strengthen a child's self-control and sense of mastery over the environment. 

In staffing programs for children at-risk, not all professionals (speech and language 
therapist, psychologist, social worker, etc.) come into the classroom weekly to interact with the 
children These adults should develop a routine for reintroducing themselves and predicting for the 
children when they will appear again. Consistent personnel who help a child understand the visiting 
adult's schedule enhance the child's sense of security. 



C. Observation & Assessments 

The manner in which the child uses these skills during play, at transition time, and whii 
engaged in .self-help activities is equally important. Close observation of a child s behavior at thes 
times allows for the understanding of how the child experiences stre.s.s, relieves tension, copes wii 
obstacles, and reacts to change. It provides valuable information on how tlie child uses peers ar, 
adults to meet needs and solve problems. 



D. Flexible Room Environment 

Children at-risk need a setting in which classroom materials ami equipment can be removed 
to reduce stimuli, or added, to enrich the activity. 



E. Transition Time Plans 

At-risk children need a setting in which transition time is seen as an activity in and of itself 
and as such has a beginning, middle, and end. Special preparation is given to transition time, 
recognizing tliat it is one of the best times of the day to teach the child how to prepare for and cope 
with change and ambivalence. 

F. Adult:Child Ratio 

Children at-risk need a setting in which the adult.child ratio is tow enough to promote 
attacliment, predictability, nurturing, and on-going assistance in learning appropriate coping 
styles. 
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The following anfacilUaUve factors to be bidU into a classroom for duldren prenatally exposed 
to drugs: 

A. Attachment 

Children at-risk need a teacher wlw accepts the child with a history of both positive and 
nemtive ^erlnces. It is assumed that for a high-risk child, there may he a hiswry of poor 
atmcZen^sand lack of trust. The degree to which a child comes to trust the world depcuis toa 
ZaiStent iZnthe quality of care received. When care is inconsistent, inadequate, or rejecting , 
ItsmrSZ jear, suspicion, apathy, or anger towards the world and people in particular. 
These feelings will carry through to later stages of development. 

B. Feelings 

Children at-risk need a teacher who accepts tfxat children liave negaUve and positive 
feelings Feelings a^^^^^^ Children behave a,idmishehavefor a reason, 

evSit cmn^ibe figured odt. In responding to a child s misbehavior, the first pnonty .slum d be 
tZcL,Sewhm^^^^ seems to want, before dealing with the misbeltavior. Doing .so allows 
tliTcSdto %og^^^ that hislher feelings are real and valid^ Being understood facilitates self 
esteem and promotes a willingness to function within prescribed limits. 

Different children respond to stress (internal or external) in different ways. Individual 
cMldren f^wmerm^^^^^ to the same stressful events on different days. Je^ff\^.ff^;^ 
develop aVeZitivity to the particular meaning different stressors Imvefor the individual child and 
not have a predetermined set of expectations for or responses to child helmvior. 

C. Mutual Discussion 

At-risk children need a teacher who acknowledges tliat children's behavior, feelings and 
experien^esareop^^^^^ 

rather than judgment) validates the child's experiences and sets up an accepting atmosphere^ 
PrrmissZn toluive these feelings leads to the increased ability to distinguish between wi.shes and 
fynZfesZleTne^^^^^ 

Vll^tTc^ to Z cS increased M^^^^^ to modulate behavu>r, gain self-control. a,id express 
feelings. 

D. Classroom Rules 

Children at-risk need a setting in which the number of explicitly stated rules are limited By 
limiting classroom rules, children are encouraged to explore andactively engage in theirj<K^^^^^ 
rZ7cal environment. While it is possible to teach specific objectives by relying on rules to control 
^thlcmd,Tn^y be at the expense of the child's imrinsic motivation, problem solving capacity, and 
self-mastery. 

E. Role Model 

Childrenat-riskneeda teacher who understands that by establishing an individual trusting 
relationship, the teacher becomes an important person, ami behavior the teacher models is more 
likely to be imitated. 

F. Peer Sensitivity 

At-risk children need a teacher wlw realizes that children become sensitive and aware of the 
needs and feelings of others only by repeatedly having their own needs met. 
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C. Decision-Making 



Children at-risk need a teacher w/v> recoftnizes that it is important that they he allowed to 
makx* decisions for themselves. Freedom to choose and to assume the responsihilityfor those ch/nces 
}>radualty expands the in view of the child's physical, social, emotional, and intellectual growth and 
promotes self-esteem, problem solving nuzstery, and moral values, 

H. Home 

The home is recognized as an essentia! part of the curriculum. Facilitating parental/ 
caregiver goals helps to establish a close working relationship between hf)me and school 
Intervention strategies that strengthen the positive interaction between child and family increase 
parental confidence and competency, 

I. Program 

Program intervention is best achieved when all professionals concerned with the child and 
family are coordinated. To accomplish this successfully, time must be allotted for teachers to meet 
ami plan with assistants and for support services of social workers, psychologists, speech and 
language, and adaptive physical education to come together in a transdisciplinary model. 
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Teaching Strategies 



A. Learning 

tj>nrmno occurs in a developmental framework. Development is an internal process in which 

initiative to explore and control the enviromnent. 

Comoetencv to perceive and explore the envirotvnent can he damaged in the child prenatally 

NORMAL LEARNING DEVELOPMENT 

The chad: 

• learns to focus on tasks in play situations. 

• uses numerous problem-solving strategies. 

. shows sustained attention in individual and small group activity. 

• develops a sense of task completion. 

» steadilv progresses in the acquisition of skills. ... . r ^i„v.r,>,>n, 

. learr!s to delay immediate needs and to conform to the social expectations oj the classroom. 

. is able to end a preferred activity and start a teacher-directed activity. 

. demonstrates sporadiclintermittent mastery of skills in new learning situations. 

. acquires pre-academic concepts through incidental learning. 

LEARNING BEHAVIOR OF AT-RISK CHILDREN 

The child: 

. may easily be i'istracted by sounds, people, and movement 

• may have poor visual .scanning. 

• may show decreased trial and error . 

• may show decreased problem-solving strategies. 
. may have decreased attention and concentration 

• may show perseverative behavior in problem solving. 

• may show decreased task completion. 

• mav need longer time to complete task. 

. may give up easily when confronted by problem-solving situations. 

. ^y be eerily frmtrated a J become irritable in problem-solving situations. 

. may be unable to do task previously mastered. 

non-responsive. 

• may tun have regular playlrest cycles or patterns. 
. may become upset with changes in routine. 

. may have difficulty with changesi transitions. 

• may not learn incidentally. 
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TEACHING STRATEGIES FOR OPTIMAL LEARNING 



Teaching staff: 

• provides support and emotional reassurance, 

• reduces classroom interruptions as much as possible. 

• limits number of objects in room. 

• establishes classroom routines with minimum number of transitions . 

• models alternative stratef>ies. 

• directs child to watch another child who is usinfi a successful strategy. 

• considers developmental level of child. 

• recognizes preschoolers may need to sit in adult's lap, 

• recognizes preschoolers may need to sit next to an adult, ^ 

• uses physical, concrete, and verbal cues to direct or redirect child in task or activity, 

• recognizes and consistently praises child's attempts atid accomplishments, 

• asks child to verbalize steps of a task, . 

• provides verbal cues (talks the child through task) if child is unable to verbally give steps oj 
task. 

• provides the child with an opportunity to take turns with peers arid adults, 

• models taking turns. 

• provides attention and time to children who are beliaving appropriately. 

• protects child from the over-stimulation of intrusive persons or noisy environments andfroi 
the under-stimulation of a bland social and environmental experience. 

• provides the child a schedule of play and rest activities to help develop regular patterns, 

• alerts the children routinely 1-2 minutes ahead of time that the activity will soon be over, 

• talks about the next activity before entering into the activity. 

• allows adequate time for the transition activity. 

• guides the child through the transition and into the next activity. 
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B. Play 

Pinv i\ thP area where a child integrates learninfi. communication and social/ emotional and 
. r S rirLp^ nSffl c^i/7ca/i learn to understand himi herself a,id the relation to others and 

ti^l^mZ^cZ^^^^ Strategies for play are mp^^^^^^^^ 

SPmlally exposed to alcohol a,xd other drugs is at-risk for poor play skills. 

NORMAL DEVELOPMENT PLAY 

The child: 

• learns to organize his/her own play. 

. can independently select materials and focus on them in an appropriate manner. 

• progresses from parallel to interactive play. 

• joins in play with other children. 

• initiates interactive play. 

• takes part in and initiates dramatic play. 

PLAY BEHAVIOR OF AT- RISK CHIWREN 

The child: 

. mav show decreased spontaneous play with increased aimless wandering. ■ , „ ,a 

. ^y nTorgalf own play, appear perplexed and confused and cannot select materials a,id 

. ^H^bf^^^yover-stimulated by too many things a,id people a,id by too much noise, move- 

ment and excitement. 
. may show delay, discontinuity, and disorder in representation play. 

• may have difficulty joining others in play. 

• may not initiate appropriate interactive play. 

• may not initiate dramatic play. 

TEACHING STRATEGIES FOR OPTIMAL PLAY DEVELOPMENT 
Teaching staff: 

. gives child toys and/or areas in the classroom that are child s alone, and do not have to he 

. l^ognizes that the child may not have had consistent play objects in his/her environment. 
. finds out whoi is available for the child in child s home. 

• decreases/regulates amount of toys for child. 

. responds to and follows the child's lead in play 

. models toy cltoicesfor child with correct verbal cues. 

available for assistance and reassurance. 
. provides child with opportunities to take turns with peers ami adults. 
. provides time to model interactive play. 
. provides child with support and encouragement during play. 

cHld. 
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C Social/ Emotional 



When interactions between the drug exposed infant and caregivers result in lack ofattachneni 
rejecting or inconsistent care, this child is at greater risk for developing mistrust, suspicion and fear 
These attitudes may carry through to later stages of development and manifest themselves heluivioraUy, 
Exaggerated behavior patterns are often the way a child copes with a situation tliai is overwhelming. 
Each child must be made to feel emotionally safe to attempt new learning. It is important to establish 
a responsive, nurturing environment conducive to active learning in which the child may build a positive 
self-concept, 

NORMAL SOCIAL/EMOTIONAL DEVELOPMENT 

The child: 

• develops and maintains healthy attachments. 

• separates from parent when trust has been establistied, 

• learns to look for and respond to adult approval. 

• learns to respond to gestural/verbal praise and setting of limits by teacher, 

• forms attachment to teacher. 

• learns to socially signal desires and needs. 

• learns to interpret and respond to social cues of adults. 

• lear^is to read and respofid to social cues of peers. 

• shows broad range ofemotiofis, including pleasure, anger, fear, curiosity, and assertiveness. 

• shows a balance in emotions, 

• learns to regulate own inner-state, 

• reponds to emotions of others, 

• learns to develop an independent sense of self and responsible behavior resulting in self- 
esteem. 

• develops a strong self-interest. 

SOCIAUEMOTIONAL BEHAVIOR OF AT-RISK CHILDREN 

The child: 

• may not use adults for comfort, play, approval, or object attainment. 

• may go from one to another showing no preference for a particular adult. 

• may fwt look to adult for recognition of a job well done, 

• may not respond in any way to verbal praise from adult. 

• may ignore verbal! gestural limit setting, 

• may show decreased compliance with routine simple commands. 

• may show indiscriminate attachment to all adults. 

• may not signal desires by giving eye contact, gesturing, or vocalizing. 

• may n<pt read teacher* s cue/ look. 

• may sfww a restricted range of emotion, 

- overreacts to "m>" by total wittidrawal. 

- rarely smiles, laughs, or show joy, 

- lethargy, listless ness, lack of affect, 
- clingy behavior with adult. 

• may mn express fear, grief, worry, 

• may withdraw, seem to daydream, or not be there. 

• may have poor inner controls (giggles turn into screams). 

• may remain clingy and dependent on teacher for decisions and daily living activities for 
extended periods of time. 

• may overreact to separations from primary caregiver. 

• may show some lack of self-awareness as an individuaL 

• may fiot show concern for hurt peers. 




TEACHING STRATEGIES FOR OPTIMAL SOCIAUEMOTIONAL DEVELOPMENT 



Teaching staff: 

. provides opportunities for contact, mutual touch, and smilinfi throughout the day. 
. responds to specific needs of child with predictability and re}-ularity 
. addresses child by name, eUcits eye contact, and/or touches child before giving verbal 
command. 

• talks child through to consequence of child s action. 

. provides the child with explicitly consistent limits ofbcliavior. 

• takes every opportunity to develop teacher child relations. 

• uses close pronmity and gestures. 

. responds to muted signals and gives child a verbal explanation of child s behavior. 

. moves close to the child, looks at the child, and helps the child to read teacher s cues by 

explaining to the child wiiat the teacher's look, body language, or gesture means. 
. labels expression of emotions so child learns to identify those emotions 
. u.ses books, pictures, doll play, and conversation to explore and help child express a range of 

feelings. . 
. allows, identifies, and reacts to child s expression of emotions: 

- pleasure 

- protest 

- excitement 

- anger 

- self-assertion 
-curiosity 

- dependency 

- love 

- fear 

• models full range of emotions for cluld. 

. communicates with caregiver and finds out if there lias been an upset in the home or any 
change of routine in the fwmc, any family emergency or if the child s sleeping pattern lias 
changed. 

• assists child in gaining control by: 

- getting eye contact. 

- sitting next to the child. 

- verbal reassurance. 

- physical comfort, (i.e., teacher rubs child's back). 

• uses stories, puppets, and role play to develop empathy for others. 

. provides daily opportunity for the child to practice independent feeding, dressing, bathing, 
toileting, and play skills with tolerance for mcs.sinessafui dawdling . ^ , . . , 

. provides child with a daily opportunity to make small decisions and limited chnccs in play 
andl or self-help activities. 

• has activities centered around the child as an individual. 

. provides spaces and objects in the classroom that arc for each child (cubbies with names, 
personal toys from htme, and individual picture books). 
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D. Communication 

ThP child s capacity to communicate evolves from early mother<hild interaction. The development of 
a chil^^^^^^ c/,/W'/a/>i/iry to receive, understand, integrate, and expres 

andiS^ A child learns lan^ua^e best through social interaction with significant 

individuals and through active exploration ofhislher environment, 

NORMAL COMMUNICATION DEVELOPMENT 

The child: 

• is able to follow directions appropriate for his developmental level (simple commands, multiple 

commands). r r 

• learns to communicate simple wants and needs, name objects, express feelings at 
appropriate developmental levels, and describe experiences and events. 

• is able to use pragmatic language. 

• learns to initiate appropriate interactions with peers, 

COMMUNICATION BEHAVIORS OF AT-RISK CHILDREN 

The child: 

• may fiave delayed receptive atid expressive language, . ^, . , , / 1 

. may he unable to follow directions that are appropriate for the child s developmental icveL 

• mav have prolonged infantile articulation at the preschool level. 

• may not use attained language to communicate feelings, wants, and needs^ 

• may be umble to verbalize his/her needs, wants and fears, atui expresses them through 
beliavior such as banging, stomping, shouting. 

• may show listlessness. passivity, andlor lack of social awareness. 

• may observe rather than verbally engage with peers in play. 

• may inappropriately initiate interaction with peers by: 

' hitting 
' pushing 

- biting 

- swearing 

- negative verbal remarks. 

TEACHING STRATEGIES FOR OPTIMAL COMMUNICATION DEVELOPMENT 
Teaching staff: 

• creates a stable envirofiment where child feels safe to express feelings, wants, and needs. 

• uses ''hatids-on" activities to reinforce the child s language. 

• uses eye contact, gives simple one step directions, and gradually increases the number oj 

steps in a direction. 

• mans language in the context of the activity. 

• provides names of people, pets, food items, body parts, objects, feelings, andevents in the 
process of conversation. 

• immediately responds to beginning attempts at verbal communication. 

• investigates child's behavior by asking child questions to discover what child needs, wants, or 
fears. 

• acknowledges the needs, wants or fears of the child. 

• provides strategies to emhle the child to appropriately express needs, wants, or fears. 

• acknowledges attempts by child to cooperate afui interact with other children. 

• recognizes negative behavior may be a sigml of child s unmet needs. 

• reflects child s feelings. 
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verbally directs child's behavior. 

praises child's attempts toward adaptive behavior. 

ignores inconsequential verbal behavior. 

verbalizes expected behaviors. 

redirects behavior. 

removes child and helps child calm self. 

provides child verbal language to use with other children. 

intercedes with extra support for child who has used best developmental skills to resolve 
conflict without success. „ ^ tc r 

sets consistent limits on inappropriate beliayior, but allows for expression of feelings, 
provides time to talk with child about emotions. 
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E. Motor 



Motor and spatial development stems from the interplay of a numher of factors beginmni; 
prcnatally a^^^^^^^^^ through early childhood. Any major interferences along ft=: contmuum can 
^reZtinmZrlspatiaU 

may exhibit varying degrees of fine, gross motor, and spatial relationship delays. 

NORMAL MOTOR/SPATIAL DEVELOPMENT 

The child: 

. has. awareness of child's body placement in relationship to hislher environment. 

• lias age appropriate gross motor skills. 

• has awareness of space relationships among objects in relationship to self 

• has awareness of space relationship among objects in relatUmship to each other. 

• is able to manipulate objects, age appropriately. 



MOTOR/SPATIAL BEHAVIOR OF AT-RISK CHILDREN 

The child: 

' may trip or stumble without apparent cause. 

. may have difficulty with gross motor skills (e.g., swinging, climbing, throwing, catching, 

• jumping, running, and balancing). 

• may walk into .stationary or moving objects. 

• may move too close or too far away from atwther object. 

• niay show .splaying of fingers, immature grasping skills. 

• nuiv have difficulty manipulating objects (.stacking, stringing, cutting, and drawing). 

• may exhibit tremors when stacking, stringing, or drawing. 



TEACHING STRATEGIES 

Teaching staff: 

• verballv reminds child of obstacles. , u i w 

• guides'child through motor activities that empluisize the skills ofrhytltm, balance, ana 
coordination. , , , 

. models and guides child in learning to control child's body through songs, games, and play. 

. provides cltild with opportunities to experience spatial relationship through motor mazes, out- 
door play, and indoor play, u A. 

. provides a variety of tactile and small motor activities (water and .sand play, pegtjoaras, 
puzzles, blocks, legos, etc.). „„..f^r 

. observes child and notes tremor occurrences and duration and liow child compensates jor 

tremors. 
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F. Home-School Partnership 

The home is recognized as an essential part of the curriculmi. Research has indicated that early 
imervemhn pogroms arc essential in producing long-term posit ve results only y;hen parents! 
ZrZTefsarepartoftheprogramdesign. Interaction bety^een teachers afuiparentslcaregtvers^^^^^ 
hepr2ssional, sensitive, ami flexible. This relationship must he based on the expression of mutual 
coZTn c^^oals. Parents of children at-risk may themselves have past and/or present experiences 
which can cX^^ their ability to effectively parent their children^ Factors, which rnay include 
poverty, dep7ssion, a history of child abuse/neglect, family instability and J J^;^^. j?f 

psychiatric problem^, drug ahUse, etcare taken into consideration when staff is addressing the child s 
needs with the parent. 

Children wlio reside in foster homes or are placed with extended family members arc particularly 
vulnerable to the consequences of separation, loss, and poor attaclmients. J.^'^.l'r^^ll^Jf.^^^^^^^ 
going supportandcoordinatedcase management plans with the goal of maximizing the child ^succe.ss 
within Ihehome and in the school. The emphasis on strengthening the f ^'"^ STl^SS 
caregiver and child increases the caregiver's awareness and understanding of the child s inaividMal 
needs and assists in promoting feelings of confidence and competency within the caregiver. This 
empowerment of the caregiver will benefit the child far beyond his/her formal school program. 

Having the hwwledge ofschoollcomrnunity resources and a genuine interest in the parent's 
well-being are essential to t-'dging the home-school partnership. 

HEALTHY HOME ENVIRONMENT 

The child: 

• will have a mother who receives proper prenatal care. 

• is provided consistent, responsive primary caregiver from birth. 

• is provided predictable, safe, stable environment. 

» has regular eating and sleeping patterns. , ■, r , , i 

. will have a mother/primary caregiver who sees herself as child s first teacher. 

. IS provided with established family rituals around daily living activities and special events. 

• is provided appropriate developmental activities. 

• w encouraged to express feelings. 

• is encouraged to be self-sufficient and independent. 

AT-RISK ENVIRONMENT 

The child: 

• with prenatal exposure to drugs/alcohol may: 

- be premature 

- be small for gestational age 

suffer'd&^eto 'g!mrointestinal, endrocrine, respiratory genito-urinary, cardiovascular and/or 
central nervous systems. 

• may have multiple home placements. 

• may have multiple caregivers. 

• may live with other young children wlw are at-risk. 

• may be abused and neglected. 

. may receive inconsistent and intermittent nurturing. 

. may have caregiver who is emotionally unaviailahle. .■ 
. may have caregiver who is overwhelmed or untrained in dealing with the child s emotional 
needs 

. may be exposed to chaotic, unpredictable, and unstable environments. 
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TEACHING STRATEGIES OPTIMAL HOME^SCHOOL PARTNERSHIP 
Teaching staff: 

• identifies family constellation and primary caregiver. 

• develops relationship with caregiver and lines of conmiunication, 

• schedules on-going visits to: ^ / • l 

- develop a child's history (number of placements, medical history Jamily history, other 
agency involvement). 

- explore what they are doing about child's behavior, 

- discuss observations of child's behavior and progress. 

- observe and discuss caregiver/ child relationship. 

- identify parental concerns and assess family needs. 

- develop individual family service plan, 

'facilitate referral to other agencies as services are needed. 

- encourage participation in parent education classes. 

• discusses and models the importance of predictability and organization: 

- by developing a transition plan with caregiver for entering school (books, toys, expected 

parent attendance). 

- by establishing regular patterns of communications with home (phone calls, classroom 
newsletter, irrformal notes, notebook hack and forth), 

- by anticipating, discussing and integrating events at home and school (daily routine, special 

events). 

- by discussing implications of prenatal exposure to drugs/alcohol (short-term and long-term 

effects). it 

- by promoting an understanding of psychosocial risk factors (abuse, neglect, mutiple place- 

menis). 

A Teacher's Personal Account 

Young Children Prenataily Exposed to Drugs in the School Setting 
by Carol Cole, M.A., Teacher, Lx)s Angeles Unified School District 

Children prenataily exposed to drugs entering the preschool setting bring with them a constellation 
of risk factors. The behaviors seen in the classroom may be the result of possible organic damage, early 
insecure attachment patterns, and often ongoing environmental instability. These children are 
particularly sensitive to the many stressors that impact on their daily lives. The extremes observed in 
a child's behavior, be it passivity, hyperactivity, apathy or agression must be understood in the context 
of the child's experience. The average child in our pilot program had approximately three placements 
by three years of age. 

When we began three years ago, we were aware that the literature described babies prenataily 
exposed to drugs as having a poor arousal response, being difficult to soothe, showing poor organization 
to environmental sounds, and being poor eaters and sleepers. We read that drug using mothers had a 
history of poor prenatal care, dysfunctional relationships, chaotic lifestyles and poor parenting skills. 

What we didn't know was how the developmental line of vulnerabilities or impairments would 
manifest themselves in the three and four year old child in the school setting. We thought we could 
pinpoint different behavior and attribute it to a particular drug. We also thought we might be able to tease 
out the effects of the drugs from those environmentally induced diff acuities. We could not. The children 
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are the product of poly drug abuse in utero, the abuse occurring at different times dunng the pregnancy 
fordiffeiX5ntdurationsandatdiffcrcntintensity while inthe womb. Perhaps,more importantly, wecould 

,.ot clearly distinguish the difference between the impact of the drug and the impact of the environment. 

Three year old C. was reported to liave been exposed to cocaine, 
pep, and alcohol in utero. In school, he knew his colors, and was 
beginning to read. Yet, often, his response to .simple teacher demands to 
participate in chassroom activities and routines would result in temper 
tantrums, foul language, drooling, spitting, and utuiressing. C . lived in 
a group home for six children, all under the age of five. There was a 
rotating staff of nine caregivers. This was the fith placement that C. had 
experienced in his short three years. Was the inappropriate befmvior we 
saw in the classroom the result of the drugs or because of the multiple 
placements . . or was it both? 

We have learned that these children are more alike than different from their typical peers and that 
while we know dnig exposure can cause a continuum of impairments, from severe handicappmg 
conditions to risk factors, there is no typical profile. Likewise, there is no typical generalization that can 
be made about the families and caretakers of these children. Both must be i;erved with sensitivity to their 
unique strengths as well as needs. Children prenatally exposed to drugs are not atypical or dissimilar 
from other vulnerable children. However, the combination of both organic and environmental msults 
leaves these children in need of specialized curriculum and services. These children's cognitive 
competence is often not enough to protect them from school failure. Therefore, specialized but not 
necessarily separate from other high risk or typical children, eariy intervention is necessary for these 
children. 

The intervention strategies, to be effective, must attempt to counteract prenatal risk factors and 
stressful life events. School curriculum and social services provided these children must incorporate the 
basic principles of building attachment and trust. 

The beginning of moral development for children rests in part with the degree to which they learn 
to trust the world ... and of course the people in that worid. Attachment is the word we use, the 
shorthand, to convey that a child has that base of trust. Attachment is the initial building block for all 
learning- cognitive, emotional, behavioral ... It is fundamental for extending simple cause and effect 
knowledge into the more complex realm of socially appropriate behavior and abstract thinking. 
Research indicates that one person, advocating for a childcan have tremendous influence m the outcome 
of that child. 

Our experience is that a majority of children coming into our program have a history of poor 
attachmentandlackoftrust. Theiefore,itisamajorpriorityforteacherstoesiablishastrongrclaiionship 
with each child and family. A major focus is not just sch<H>l readiness skills, but rather on relationships 
and attachment. Teachers modeling concerned nurturing, predictable interaction with respect for 
feelings can teach a lesson far more important that colors, numbers, letters, size and shape. That is: 

• adults can be trusted 

• needs will be met 

• children are valued 
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Hillsborough County's Response: The Drug-Exposed Children's Committee 



The Drug-Exposed Children's Committee (DECC) in Hillsborough County, 
Florida, investigated the needs of young children exposed to alcohol and other drugs to 
see if modifications were needed within regular education/pre-school programs. An 
informal assessment was conducted in May 1989, to see if there were children in 
kindergarten Head Start and other pne-kindergarten programs who were thought to be 
drug-exposed, and to see the kinds of problems they were experiencing. Schools with 
"at risk" populations did have drug-exposed students and hypotheses were generated 
about possible problems. 

A five year longitudinal study of children from three to six years of age is 
currently being implemented. If we are successful in validating our pre-K and 
kindergarten checklis. for symptomatic behaviors, children will be selected for the study 
based on teacher observation. The Committee has developed a checklist of behavioral 
characterisucs associated with prenatal exposure, compiled from data from Los Angeles 
City Schools, research, and our own observations. Drug exposure will be validated by 
a parent interview. Initial funding for the study is provided by the University of South 
Florida Institute for At-Risk Infants, Children, and Their Families. The number of 
children identified for study during the 1989-90 school year will be determined by the 
level of funding received. Descriptive data will then be collected for all childrtn in the 
study, such as screening test scores, promotion/retention data, teacher observations, etc., 
over a five year period of time. 

This Committee is actively providing inservice to teachers and other school 
personnel to allay their fears of this problem, and to present current research and 
information. A staff development component has been written to address Teaching 
Strategies for Children Pre-natally Exposed to Drugs. The syllabus is being developed 
with September 1990, as a target date for offering the course through the Teacher 
Education Center for re-certification credit. 

Source: Linda Delapenha, Member 

Drug Exposed Children's Committee 
(DECC) of Hillsborough County 
Supervisor, Primary Diagnostic Services 
Hillsborough County Schools, Florida 
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Operation PAR's Child Developmenl 
and Family Guidance Center 



Since 1971, Operation PAR has addressed the problems of drug and alcohol abuse ir, 
PincUas Countv, Florida. Operation PAR s Child Development and Family Guidance 
Center provides innovative, comprehensive, community-coordinated services designed 
to serve infants and children affected by parental chemical dependency. Working with 
the local county health unit, pediatricians, child protection teams, state protective 
ser\'ices, juvenile court serv-ices, and chemical dependency treatment teams, the program 
strives to prevent multigenerational chemical dependence. 

One component of the program is a special center serving children of two months to five 
vcars whose parents arc serious drug abusers, especially parents abusing cocaine. Tne 
children participate in a wide variety of learning experiences designed to assess and 
develop their physical, emotional, social, creative, cognitive, language and self-help 
skills. 

Infants and pre-school children are assisted to: 

feel secure in a healthy and safe environment, 
develop or enhance primary and trust relationships. 

nurture and grow in a positive social environment where satisfying interpersonal 
relationships can be developed through interaction with peers and adults. 

develop effective verbal and non-verbal communication skills. 

improve self-concept and self-esteem. 

improve perceptual motor activity. 

express feelings and perceptions, and enhance creativity through music, an, 
drama and dance therapy. 

Each child is given a comprehensive screening to determine his or her developmental 
competencies. Children who have indicators of serious development deficits are further 
tested in older to determine appropriate educational and intervention plans. All children 
have personalized learning objectives developed with their parent(s) and ongoing 
evaluationtodetermineprogress towardmeetingindividual goals. Allparentspanicipaic 

in seminars and educational classes designed to enhance their potential skills and 

competencies. 

For more information, call Shirley Davis, Director, Child Development and Family 
Guidance Center, (813) 896-2672. 
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WHAT IS THE ROlJEjni^^ 

Florida's Reporting Requirements 
A Continuum of Services in Florida 



• Legal Issues 
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Chapter 5 

WHAT IS THE ROLE OF OTHER HELPING PROFESSIONALS? 



Florida's new reponing requirements (see below) increase the likelihood that prenatally- 
exposed children and their families will come into contact with a wide range of helping professionals 
by the lime these children reach school age. In Florida, sustained and systematic effort to assist 
high-risk children below age five is generally considered "early childhcxxl intervention". Studies show 
that children affected by prenatal exposure to alcohol and other drugs are significantly helped by early 
intervention designed to meet their particular needs. Such intervention is particularly effective when 
interagency cooperation and coordination of services exists. According to Samuel Meisels of the 
University of Michigan: 

"...eariy intervention incorporates a host of services and service providers that 
cut across several disciplines and orientation...medicine, education, social work, 
s(x;ial services, child care, respite care, public health, speech and language, 
occupational and physical therapy, nursing and psychology. Indeed, in order to 
achieve a thorough understanding of early intervention, one must adopt a set of 
assumptions that emphasize this plurality." 

Both state and federal governments have made eariy intervention a priority through 
legislation which emphasizes the importance of timely and coordinated care. Although such 
postnatal intervention is essential to preventing even greater problems, prevention is, of course, best 
achieved prior to me conception of the child through activities such as teen parent and dropout 
prevention programs and curriculum courses that build self-esteem and healthy practices in future 
parents. Eariy childhood experts point out that this kind of proactive education is the most fundamental 
approach to the problem of substance abuse during pregnancy. 



SIJBSTANCE-EXP()SED NEWBORN^^^^^ 

Between 1963 and 1965, all fifty states enacted laws requiring physicians and other health 
care workers to repon known or suspected child abuse to local protective services departments. 
States receive federal funds contingent on the existence of such statutes. In Florida, the definition of 
-child abuse" extends to instances in which a newborn has been exposed in the womb to drugs other 
than those administered as pan of a detoxification program or in conjunction with medically-approved 
treatment procedures. (Florida Statutes, 415.503) 

The means for reporting and referring newborns whose mothers used drugs during pregnancy 
is specified in the Florida Depanment of Health and Rehabilitative Services (HRS) regulation 150-6: 
Substance Abused Newborns. Excerpts from HRS Regulation 150-6 explain the procedure: 

HRS Regulation 150-6: Substance Abused Newborns 

I. Purpose. This policy provides for a system of identification, reporting and provision of needed 
services to drug or alcohol involved newborns, and babies bom to mothers who are addicted to or 
abusing dixigs or alcohol. 
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2. Effective Date. October 15, 1988 

3 Scooe The Department of Health and Rehabilitative Services shall be informed of all newborn 
fir^ihoa^^omto mothers who are addicted to or have abused drugs dunng the chddbearmg 
period in the following manner: 

a. Report of Physically Drug Dependent Newborn • u • n A^,a 

(l)Ifanyonehasrcasonablecausetosuspectthata newborn is physically drug 

dependent or a situation of actual or threatened hann exists, this 

aepcnuci i u ft ORIDA ABUSE REGISTRY (required by F.S., 41.->.504 (I)). 

which will commence an immediate child protective investigation. The child pmtec.ivemve«.gator 
wm LTZTcounty public health unit which will conduct a separate home evaluation and famtly 



assessment. 



b Referral of Other At Risk Newborns with Related Substance Abuse Concerns. 

If no child abuse is threatened, physical drug dependency or hann suspected 
butthereis a substance abuseconcem with the newborn or family, the attending health professional 
shodrmalL a^^^^^^^ or county public health unit for a family assessment and ^rvic^^ 

nnw sio^rt^?ough the district telephone network. The consent of the client is required for th^ refeirak 
m ^Tmar^^^^^^^^^ for the health care of these families will be assumed by the public health 



nurse* 



4.ExpIanat.onofT^n^ This team refers to situations in which a child's physical, mental 
and emotional well-being ishamied or threatened with harm by the acts or omissions of a parent, 
otr^rson responsibleiorthe child's welfare or institutional staff; it mcludes sexual abuse. (F.S., 

"^'^•^^^ ^^^^ b rwuH Prnt..rtive. Inv^^ti ^.tor (CPI) . The department's authorized agent located 
in each district within the state and responsible for conducting child protection investigations of 
rgSio^hlt children have been abused or neglected by a parem or other person responsible for 

,Heir welfare or in—^ ms ten. includes, but is not limited to an injury of a newborn 
infant evidenced byTha fnfant's being bom physically dependem on certain ^""^[O dni^ and 
actual or p^Sal Lure of a parent to supply a child with adequate food, clothing, shelter. 
Tu^rvSon or health care, although financially able or offered financial or other means to do so. (F.S., 

^'•'^••'"^ ^^^^ d. t^^,u. o.^r..eManaeer. The health care case manager, who is usually the 
nublic health nursf^ans and provides nursing care, refertals, follow-up, mon.tonng education, 

" ^ e ^-rr '^f'- P^""'' Network . The district telephone network is the system 
receiving referrals of substance^bused newborns directly from health care providers and chUd 
n'ot^^eLestigators. Each district should ensure that every hospital and birth center has the 
protective invcsiig refertals to the district or in some areas, the county public health 



unit. 
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f n-. ..i...iiv TV,,, nen>-H.n, Newborn . A physically drug dependent newborn is 
abnimnal behavioral pa,.ems, and for ■^'^*^''j J ^" ^'"^tZ7Z Zio. is: Adm.ssion 

ryri:rofrrdis=^ 

early postpartum period or a positive newborn drug screen. 

g rn.,.. tn Suspect. Indicators for reasonable cause to suspect that a 

newborn is P«^d.g^d^^^^^^^^^^ 
be by a relative, household member or other reliable source. 

2. Admission by the mother of drug use during pregnancy. 

3. A positive drug screen of the newborn. 

4. A positive maternal drug screen during pregnancy or the postpartum period. 

h P^r-- ^ ^^'^^ '"^ RRGISTRY. m FLORIDA ABUSE REGISTRY^ 
statewide single nurr(l-800-96 ABUSE) should be utilized for the reportmg of all suspectedch.ld 

abuse or neglect 



REPORTING AND REFERRING . SUBST ANCE^A^^^^^^^ 



THE REPORTING AND/OR REFERRAL 
OF 

SUBSTANCE ABUSED NEWBORNS 



RKQUIRED ABUSE AND 
NKGLECTRErORTFOR 
DHUr. DETENDENT NEWBORN 



FLORIDA 
ABUSB 
RHGISTCY 



HOSPITAL 
or 

Other Place of Birth 



CHILD 

pROTi-cnvn 

INVESTIGATOR 



CUIDC: 

CFT Quid P»oi«uon Twm 

PS rwliriive Senftce* 

VFS V«fciiMry Family Suppflft 

AFDC Aid to FamUie* with 

DHWidH Chtldrm 

DS Dwekipm««*l Scmctt 

(n^S OiiJdftn'i Modictl Scnnctt 

COM A,D,M„.„CflnimMriiiy A)aM. Dni»» 

CHIU.,.^ ,C«*iy puWic KmWi imK 

VS VctaHMcr Sivico_ 



RKTOMMENDED RKFERRAI, 
FOR AT RISK INFANTS 



[DISTRICT 1 
NETWORK I 



CPHU 
.-•IX:HHAt1«MJRSE 



Va w %m^M^^2__;^j^^^^^^^^ 

sJicc: Florid. Dcp«tmcnl of lle«lih«ndltehrf»liuUve Seiviees 
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A CONTINUUM OF SERVICES IN FLORIDA 



Increasingly, legislators and citizens are turning to prevention as a solution to many s(x:ial 
problems. Such is the case with Florida's 1986 Handicap Prevention Act, which asserts that 50 percent 
of handicapping conditions in young children can be prevented or minimized by "focusing preventive 
efforts on high-risk pregnant women and high-risk and handicapped young children, in the formative 
years of 0 to 5, and their families'XF. S., 41 1 .102). Interagency and iniraagency program C(x>rdination 
are seen as indispensible means of achieving this goal. 

The Act directs the Departments of Education (DOE) and Health and Rehabilitative Services 
(HRS)to work together to identify and refine a continuum of early assistance services that contribute 
to the prevention of handicapping conditions in young children. The result is Florida^ Handicap 
Prevention Report s which, among other things, describes a full array of prevention and intervention 
services currently provided at the state and local levels. As such, it is an extremely valuable resource 
for educators and other helping professionals working with drug- involved parents and prcnatally- 
exposed children. 

The Continuum of Services 

The continuum of preventive andearly assistance services described in Florida's Handicap Pre- 
vention Report serves as a guide for a comprehensive statewide approach to services for high-risk 
pregnant women and for high-risk and handicapped children and their families. The continuum includes 
the following categories of services: 

1. Education of the Public and Professionals 

2. Family Suppon Services Prior to Pregnancy 

3. Maternity and Newborn Services 

4. Health Services for Newborn Children 

5. Early Intervention, Education and Related Services for High-Risk and Handicapped 

Preschool Children 

6. Suppon Services for High-Risk or Handicapped Children and Their Families 
Definition of High-Risk Children 

Beginning July U 1989, the definition of the ''high-risk" or "at-risk'' child was broadened 
as pan of the Florida Prevention, Eariy Assistance, and Eariy Childh(xxl Act (CSHB), a major rewrite 
of the Handicap Prevention Act(F.S. 411). In relation to prenatal substance exposure, a "high-risk*' 
or "at-risk" child means a preschool child who: 

- is a victim or a sibling of a victim in a confirmed or indicated report ofchild abuse and neglect. 

- is a graduate of a perinatal intensive care unit. 

- has a parent or guardian who is devclopmentally disabled, severely emotionally disturbed, drug- 
or alcohol-dependent, or incarcerated and who requires assistance in meeting the child's 
developmental needs. 

- has no parent or guardian. 

- is drug-exposed. 
(F.S., 41 1.201-205) 
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For More Information 



To obtain a rnpy nf Flirrifli- "r-^'-P P^-v'-^tinn Report or further information contact: 



B.C. Parker 

Program Specialist - Infants and Toddlers 
Office of Early Intervention 
Department of Education 
Tallahassee, Florida 32399-0400 
(904) 488-6830 
SunCom: 278-6830 

Diane Lincoln 

Prevention Coordinator 

Office of Program Policy Development 

Department of Health and Rehabilitative Services 

1317 Winev^ood Boulevard 

Tallahassee, Florida 32399-0700 

(904) 488-2761 

SunCom: 278-2761 



LEGAL ISSUES 



The following is excerpted from a paper entitled "Dnig Addiction. AIDS and Childbinh: 
Le"al Issues for the Medical and Social Services Communities". The paper points to the difficulty m 
balancing the rights of the pregnant woman, the unborn child, and society at large. The authors 
emphasize the role of the medical community in the prevention of substance abuse dunng pregnancy, 
and in early intervention with affected children: 

Clearly, there are many new legal issues emerging as a conse- 
quence both of the large number of women who abuse drugs through 
pregnancy and of the AIDS epidemic. (This paper's] purpose is to 
focus attention on the conflicting interests and rights involved and to 
offer some concrete ideas as to how these interests might be balanced. 

In sum, although the state couns have granted unborn children 
some rights in other contexts, any attempt to grant unborn children 
greater protection against actions taken by their mothers during preg- 
nancy will be subject to strict scrutiny. Only very narrowly tailored 
restrictions on maternal conduct with the minimum intrusion necessary 
will have any chance of surviving constitutional challenge.-.Morcover, 
before any legal action is taken, the medical community must consider 
whether state intervention will really serve the purpose for which it 
would be designed or whether it would simply deter pregnant women 
from seeking any prenatal care. Attention must also be given to 
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ensuring that there are adequate drug and alcohol treatment centers 
before any mandatory treatment is initiated. 

In the meantime, states should move ahead to strengthen child 
abuse and neglect reporting requirements and to extend them to infants 
bomdrugdependent. Sanctions for willful failure to diagnose and report 
drug dependency among newborns should be considered. At the same 
time, greater protections must be given to the mandatory reporters to 
ensure that they will be willing to provide all of the information needed 
by state agencies to act on the reports received. 

The medical community should take greater steps to advise 
women of the consequences of actions taken during pregnancy. 
Brochures should be developed to give to all women who come in for 
prenatal care which describe the consequences of coniinued drug and 
alcohol use during pregnancy. If a woman cannot read the brochure, 
someone should read it to her. By infonning the woman of the 
consequences of her conduct, the physician will be limiting his or her 
liability. 

Physicians and hospitals must also develop prot(x:ols for 
obtaining informed consent of a parent or legal guardian before drug 
tests are run on newborns and for reporting cases of infants born drug 
dependent. 

Source: Walter B. Connolly, Jr. and Alison B. Marshall 
Miller, Canfield, Paddock and Stone 
2500 Commerce Building 
Detroit, Michigan 48226 
(313) 963-6420 
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Chapter 6 

WHAT RESOURCES ARE AVAILABLE TO AID 
THE HELPING PROFESSIONAL? 

~^ — 

Cocaine Baby Help Line, l-80()-327-BABE, in Indiana, Michigan, Minnesota, Missouri, Wisconsin, 
Kentucky. Outside these states, call (3 1 2) 908-0867. 

1-8()0-COCAINE, 24-hour toll-free information and referral service. 



SOjURCE 

AIDS Pmject, Prevention Center, Office of Policy Research and Improvement (OPRI), Florida 
Depanment of Education, 414 Florida. Education Center, Tallahassee, FL 32399-0444, 
(904) 488-7835, SunCom 278-7835 Contact: Mae Waters, Director, AIDS Project. 

Alcohol andDrug Abuse Program, State of Florida Department ofHealth and Rehabilitative Services 
(HRS), 1317 Winewood Boulevard, Tallahassee, FL 32399-0700, (904) 488-0900, 
SunCom 278-0900. Contact: Terri Goens, Senior Human Services Program Specialist. 

Arnold Palmer Hospital for Children and Women, 92 West Miller St., Orlando, FL 32806, 

(407) 841-51 1 1 ext. 6029. Contact: Dr. Frank A. Lopez, Assistant Director of Medical 
Education, and Specialist in Development, or Dr. Robert L. Maniello, Co-Director of Newborn 
Nursery, and Director of Ambulatory Pediatrics. 

Children's Home Society of Florida, 370 Office Plaza, Tallahassee, FL 32301,(904)877-5176. 
Contact: John Haynes, Director. 

Department of Health and Rehabilitative Services (HRS), State Health Office, Family Health 
Services, 1317 Winewmxi Blvd., Tallahassee, FL 32399-0700, (904) 487-1321. Contact: 
Donna Barber, Director. 

Drug-Exposed Children's Committee, Hillsborough County Schools, 41 1 E. Henderson Ave., Tampa, 
FL 33602, (813) 272-4577, SunCom 547-4577. Contact: Linda Delapenha, Supervisor, 
Diagnostic Services, Hillsborough County Schools. 

Drug-Free Schools Program, Prevention Center (OPRI), Florida Dept. of Education, 414 Florida 

Education Center, Tallahassee, FL 32399-0444, (904) 487-8771, SunCom 278-8771. Contact: 
Nancy Fontaine, Director, Drug-Free Schools Program. 

The Family Center, Thoma.s Jefferson University Hospital, 1 1th and Chestnut Streets, Suite 6105, 
Philadelphia, PA 1 9 1 07, (2 1 5) 928-8850. Contact: Terry Hagen. 
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Far West Laboratory for Educational Research and Development, Drug-Free Pregnancy Project 180 
HafbS ^iI^,Suitell2,Sausalito,C^ 94965, (415) 331-5277. Contact: D.ana Kronstadt. 

Florida Alcohol and Drug Abuse Association, 1286 North Paul Russell Road, Tallahassee, FL 32301, 
(904)878-2196. Contact: Cindy Colvin. 

Interdisciplinary Ti^ining for Professionals Serving Chemically Dependent ^f^'^'^''^ ^^^^^ , 
^art^entof Pediatrics, 23-10 Rehabilitation Center, KXK) Veteran Avenue Los Angeles, 
CA 90024-1797, (213) 825-4622. Dr. Judy Howard, Principal Investigator. Contact: Vick. 
Kropenske, Project Director. 

Juvenile Welfare Board of Pinellas County, 4140 49th St. N., St. Petersburg FL 33709, 
(813) 521-1853. Contact: Kate Howze, Community Relations Specialist. 

March of Dimes Birth Defects Foundation, Community Services Department, 1 275 Mamaroneck 
Avenue, White Plains, NY 10605, (914) 428-7100. See also local chapters. 

National Association for Perinatal Addiction Research and Education (NAPARE) l 1 E. Hubbard 
St. Suite 200, Chicago, IL 60611, (312) 329-2512. Contact: Eileen Ward (for scheduling) 
or Pat O'Keefe (public information). 

National Clearinghouse for Alcohol and Drug Information, Post Office Box 2345, Rockville, MD 
20852, (301)468-2600. 

Salvin Education Center, 1925 S. Budlong Avenue, Los Angeles, CA 90007, (213) 731-0703. 

Contact: Gayle Sadofsky, Principal. 
Snowbabies, Inc. P.O. Box 162856, Altamonte Springs, FL 32716-2856, (407) 331-5577. 
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APPENDIX A: 

SELECTED RESEARCH ARTICLES 



A First: National Hospital Incidence Survey 



Substvxee abuse in pregnancy is 
ooe of the most commoaiy missed of 
all obstetric and neonatal diagnoses 
according to the first aattonai 
hospital incidence survey conducted by 
National Association for Perinatal 
Addiction Research and Education 
(NAPARE). As many as 375,000 
infanu may be affected each year, 
said Ira J. Chasnoff, MD.« 
President of NAPARE. 

In a keynote address to a na- 
tional training conference on drugs, 
alcohol, pregnancy and parenting 
which was held in New York City 
August 28 to 31, Chasnoff said, 
'Many of these cases are unrecog- 
nized until after birth when the 
baby is bom addicted, often with 
severe physical or neurological 
damage.* This lack of recognition, 
be said, accounts for the high rate 
of infant morbidity and monality in 
these infanu. 

M^or Cooclttsioos: 

1. The high rate of pregnancies or 
births in which drugs are present is 
not confined to the largest urban 
areas; the rate is similar in hos- 
pitals across the country. 
1 The high rate is not confined to 
hospitals with high rates of low 
income or public aid patients. 
Hospitals with small or moderate 
rates of public aid patients 
reported an inddeace of substance 
abttse similar to hospitals with 
greater than half their pacienu on 
public aid. 

3. The incidence reported by each 
hospital correlates with the thor- 
oughncas wick which the hospital 
staff saeeaa aad/or testt prcfsant 
women patients* 

Included ia the study, which was 
funded by pantt from the Office for 
Substance Abuse Preveaiioo (OSAP) 
and the March of Dimes Birth Defecu 
Fouadatiott. were 36 hospitab from 
acroM the country, accounting for 
154,SS6 births. Tlie responses were 
supplied by the chairman of obste* 
trica, pedia:iics« aconatolofy, or 

4 



reatsraal*fetal medicine in each 
hospital. 

Mttittally, we found the overall 
nddence of diagnosis of substance 
abuse ia the 36 hospitals was 11 
percent with a range of 0.4 percent 
to 27 par cent,' Chasnoff said. To 
find the reason for this wide varia- 
tion, we eaamined the results m 
relation to the proportion of public 
aid patients. We fotad the rates 
were similar ia all the hospitals, 
so this did not explain the differ- 
* (See Table 1) 

The researchers then categorized 
the hospitals according to the thor- 
oughness of the sttbstance abuse as- 
scssmenu conducted during prenatal 
or perinatal period. The hospitals 
were divided into three groups: 
those at which no assfsimenr by 
history or nriae toxicolocy was 
conducted during or after preg- 
nancy; those that bad a policy that 
all pregnant women wotiM be ques- 
tioned about stibstance abuse, but 
did not have an estabitsbed proto- 
col and did not monitor compliance; 
and hospitals that had a protocol 
for assessing every pregnant woman 
and/or newborn for substance abuse 
or exposure. (See Table 2) 

Chasnoff said» *Ia this phase of 
the study, we foond that the tnd- 
deace in hospkab with esubiished 
pr o to cols aad monitoring was three 
to five ttaMS greater thaa ta the 
two poaps of hospitals with no 
aMMtttoriag or iaeomplete moaitoring. 
The nambcf of pubbe aid patieatt 
was aot a factor.* 

Tim sabstances iadaded ia the 
safety were herom* aMthadoaCt 
amphetamiaea» PCP, aad 



The resalu of the stady« 
Chasnoff said, aieaa there is aa 
argeat-aeed for physidaas, aarsea* 
sodal workers, aad other heakh 
care professioaats to establish 
pfotoco h for early reeoputioa of 
the sabstaace abiniaf womaa aad for 
providing treatment aad iatei^- 
tion programs for both mothers aad 
their childrca. 



NAPARE 

Naiional Assoaaiion for Perm at aj 
Addictiou Rcscarcn jnd Educau.,. 
U E. Hubbard St.. Suae 
Chicago, IL 60611 
(312) 329.2512 




He pointed otit that if one or 
more children in every tea bora ar* 
affected by their mothers' substance 
abuse during pregnancy, the impact 
on health care, sodal services, and 
public education would be dramatic 
and costly. 

Among the 36 hospitah, oinc had 
conducted formal studies of the in- 
cidence of illicit drug use in preg- 
nancy. (See Table 3) 



Hospitals Inierviewtd for NAP.-KRE 
Inddtnce Survey 
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The study was supposed by gnnts pvm 
the Office fat Substance Abuse Prr^-enacn 
(OSAF) and the March of Dimes Binh 
Dafeets Foundmion. 
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Infants exposed to cocaine in utero: 
Implications for devetapmental assessment 

and intervention 



Findings of developmental assessment in the newborn and early infancy periods are presented. The 
implications of abnormal state control and orientation as well as dysfunction in motor control are 
discussed as the basis for intervention. Intervention in the newborn phase includes information on 
positioning, handling, and feeding. Parent education to improve the infants* ability to interact with 
caregivers is emphasized. Improving the infants' movement patterns through play, carrying positions, and 
handling techniques is the focus of intervention in infancy. While intervention with cocaine-exposed 
infants is presently possible, these children should be followed by health care professionals through 
preschool and early school years to identify any behavior or learning disorders that may be associated with 
intrauterine cocaine exposure. 
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DRUG ABUSE in the United States is begin- 
ning to be recognized and acknowledged as 
a significant societal problem. The use of cocaine 
and its derivatives occurs in all segments of US 
society regardless of race, ethnicity, or socioeco- 
nomic status. Furthermore, cocaine use during 
pregnancy is no longer an unusual phenomenon. In 
fact, it appears to be increasing. ^'^ A recent study by 
the National Association for Perinatal Addiction 
Research and Education^ surveyed hospitals 
around the country and found that at least 11% of 
women in the hospitals studied had used illegal 
drugs during pregnancy. Based on those figures, an 
estimated 375,CXX) newborns per year face health 
hazards from their mothers' prenatal drug abuse. 

Specific hazards of prenatal cocaine use include 
increased rates of spontaneous abortion, abruptio 
placentae, intrauterine growth retardation, and in- 
utero cerebrovascular accidents. Attempting to 
determine the impact of prenatal cocaine exposure 
on development, however, is a complex issue. Many 
women whose drug of choice is cocaine are abusers 
of other drugs as well. It is often difficult to 
ascertain the frequency and amount of drug use. It 
is also acknowledged that the infant's environment 
as well as prenatal exposure to drugs will have a 
profound effect on subsequent development. Cur- 
rently, data from both a research and an empirical 
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perspective are being gathered to help clarify the 
effects of prenatal cocaine exposure. 

American society has begun to more readily 
acknowledge drug abuse. Health care professionals 
can now begin to gather information concerning 
development following prenatal drug exposure, and 
at the same time begin appropriate intervention on 
behalf of exposed infants. This article describes 
motor development of cocaine-exposed infants, the 
impact on other areas of development during the 
newborn and early infancy stages, and intervention 
strategies appropriate for cocaine-exposed infants 
and their caregivers. 

COCAINE: PROPOSED MECHANISMS 
OF ACTION IN UTERO 

The placenta does not protect the fetus from 
cocaine exposure. Cocaine readily crosses from 
maternal to fetal circulation and may remain in the 
infant's system long after it has been excreted by 
the mother because immature liver and kidneys 
metabolize the cocaine more slowly. As cocaine is 
metabolized, it is broken down into norcocaine, a 
highly active metabolite with a high level of 
penetration into the central nervous system (CNS). 
Because norcocaine is water soluable, it does not 
readily pass back into the mother's system for 
excretion. It is theorized that an infant may con- 
tinue to be exposed to cocaine and its active 
metabolites by reingestion of norcocaine through 
the amniotic fluid.' 

Cocaine acts centrally on the CNS as a stimulant 
while peripherally causing vasoconstriction, tachy- 
cardia, and a rapid rise in blood pressure.^"^ These 
physiologic effects are thought to occur in both 
mother and fetus, and therefore may explain in- 
creased rates of spontaneous abortion, abruptio 
placentae, and in-utero cerebrovascular accidents 
associated with cocaine use during pregnancy.**^*^*^ 
Documentation of specific CNS damage has been 
reported by Dixon and Bejar" on a sample of 28 
cocaine-exposed infants. They found that 39% of 
that sample showed hemorrhagic cerebral infarcts 
documented by cranial ultrasound at birth. While 



the physiologic effects of cocaine on the adult have 
been well documented/^ research is only now 
showing that the same and perhaps more severe 
effects may be experienced by infants exposed to 
cocaine in utero. 

DESCRIPTION OF THE 
COCAINE-EXPOSED INFANT 

As health care professionals encounter more 
newborn infants exposed to drugs prenacally, the 
initial task is to identify drug-exposed infants. 
Withdrawal syndromes are well-documented in 
infants born to heroin-addicted mothers; however, 
some controversy exists concerning the presence of 
a cocaine withdrawal syndrome.^^ Whenever prena- 
tal exposure to drugs is suspected, urine toxicology 
screens of both mother and infant should be 
performed. Common clinical signs of prenatal 
cocaine exposure include hyperirritability, poor 
feeding patterns, high respiratory and heart rates, 
increased tremulousness and startles, and irregular 
sleeping patterns.^^ Relating these signs to a with- 
drawal syndrome may be a misnomer, since the 
infant may in fact still be experiencing the direct 
effects of cocaine exposure. Al^ because some of 
these effects persist beyond the first few weeks of 
life, they may be indications of a more lasting CNS 
change rather than a withdrawal pattern. 

Full-term cocaine-exposed infants have been 
tested as newborns and at one month of age using 
the Brazelton Neonatal Behavioral Assessment 
Scale.^^ Infants at both ages show depressed interac- 
tive abilities and poor state control when compared 
to drug-free infants of the same ages.^*^''^^ While 
these behavioral characteristics are not unique to 
cocaine-exposed infants, they have been noted as 
part of the cluster of characteristics that describe a 
large percentage of these infants. 

Beyond the newborn period, the Movement 
Assessment of Infants (MAI)" has been used to 
assess motor development of full-term cocaine- 
exposed infants at four months of age. This test was 
chosen since it provides both a quantitative and a 
qualitative assessment of motor development in the 
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first year of life. Ongoing results of research suggest 
rhat many symptoms noted on the Brazelton exam- 
ination in the newborn cocaine-exposed infant 
remain at four months of age on the MAL^^''^ For 
example, frequent tremors, especially in the upper 
extremities, are still noted at four months of age. 
These infants display increased extensor muscle 
tone, especially in the lower extremities. Primitive 
reflexes normally integrated by four months are 
often still present. Using previously established risk 
categories, approximately 40% of the cocaine- 
exposed infants studied were designated "high risk" 
for motor developmental dysfunction as opposed 
to 2% of a control group (JW Schneider and IJ 
Chasnoff, unpublished data, 1989). This means that 
cocaine-exposed infants were approximately 40 
times more likely to be designated "high risk" for 
motor developmental dysfunction than nonex- 
posed infants.^**^^ 

Preliminary results of eight-month-old cocaine- 
exposed V nonexposed infants suggest that while 
motor abnormalities have lessened by this age, they 
have not totally disappeared. Some of the cocaine- 
exposed eight-month-oM infants, while able to 
crawl, were slow in moving, and stood bearing 
weight on their toes with stiff extension of their 
lower extremities. Future studies are needed to 
document motor development of cocaine-exposed 
infants in the first year of life and beyond. 

DEVELOPMENTAL IMPLICATIONS OF 
COCAINE EXPOSURE 

State control 

The physiologic effects of cocaine on the new- 
born nervous system make state control difficult. 
Newborns have a variety of behavior states avail- 
able to them and cycle through periods of sleeping 
(deep or light sleep), wakefulness (drowsy, quiet 
alert, active alert), and crying.^^ It is expected that 
newborns will spend some time in each of these 
behavioral states, that they will move smoothly 
from state to state, and that as they grow they will 
spend more time in quiet alert states and less time 
sleeping or crying. Many cocaine-exposed infants. 



however, do not show organized behavior states or 
smooth state changes, but rather tend to change 
rapidly from one extreme stare (eg, deep sleep) to 
another (eg, frantic crying). 

Four common behavioral patterns have been 
observed clinically in newborn cocaine-exposed 
infants.^^'^^ Some infants, in response to any sort of 
stimulation, will pull themselves down into a deep 
sleep. These infants will not awaken in response to 
handling of any sort. While this is a protective 
mechanism for their fragile nervous system, it 
precludes any caregiver-infant interaction. 

A second pattern presents as an agitated sleep 
state. These infants seem stressed by external 
stimulation (as evidenced by startling, color changes, 
whimpering) but do not wake up to attend to the 
stimulation. 

Newborn cocaine-exposed infants demonstrate a 
third behavioral pattern by vacillating between 
extremes of state (sleeping or crying) during 
handling.^^*^^ For example, when unwrapped from a 
blanket they immediately cry and show agitation, 
but when wrapped up again, they quickly fall 
asleep. 

The fourth common behavioral pattern resem- 
bles a panicked awake state.^^'^^ This is seen in an 
infant who can achieve an alert state for short 
periods but appears quite stressed while doing so 
and requires a lot of help from the caregiver to stay 
calm. 

The descriptions of these four behavioral states 
make it clear that many newborn cocaine-exposed 
infants may be initially incapable of responding 
appropriately to their caregivers. Because they have 
such difficulty reaching and maintaining an alert 
state, their abilities to attend to either auditory or 
visual stimuli may be quite limited. Those cocaine- 
exposed infants who do reach alert states usually 
need outside assistance to stay calm, and then only 
attend to a stimulus briefly before showing signs of 
distress such as gaze aversion, increased respira- 
tions, or disorganized motor activity. 

The reciprocity normally present in the process 
of bonding may be very difficult for these infants.^*"^* 
Thus if inadequate behavioral interaction between 
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infant and mother results, it places their relationship 
at risk, since studies have shown that the behavior 
of the newborn affects the caregiving he or she 
receives.""^' In effect, a negative cycle may be set up 
in which the behavior of the poorly organized, 
high-risk infant may suppress the Optimal caregiv- 
ing pattern necessary to facilitate his or her 
recovery. The feelings of frustration and inade- 
quacy that parents may experience in dealing with 
their fragile yet unresponsive infants may predis- 
pose them later to physical child abuse, as has been 
seen in other high-risk infant groups. 

Motor behavior 

Looking beyond the newborn period to the age 
of four months, it is important to remember some 
of the key characteristics of normal four-month-old 
motor behavior. When supine, four-month-olds are 
very active. They can reach out easily to midline and 
finger one hand with the other. The infants' lower 
extremities are also very active. They can flex and 
extend their legs and kick reciprocally. The infants 
flex their legs in order to begin playing with and 
exploring their knees and feet. This is an important 
part of learning and contributes to the proper 
development of body image. Flexibility is a key 
descriptor of four-month-old motor development. 
They are developing control of both the flexor and 
extensor muscle groups without being dominated 
by either one. Even though a four-month-old 
cannot stand indej^endently, when held in sup- 
ported standing this flexibility is seen by a relaxed 
standing posture that incorporates both flexor and 
extensor muscle control. 

The flexibility so evident in normal four- 
month-old motor behavior is often less apparent in 
some cocaine-exposed infants. When supine, these 
infants often lie in excessively extended postures, 
and movements of their extremities may be jerky 
and stifF.^*'^^ While they do reach out for objects, 
the presence of tremors in the upper extremities 
may have an impact on their development of good 
eye-hand coordination. Many cocaine-exposed in- 
fants are less able to round their buttocks off the 
supporting surface or kick reciprocally. ^^'^^ This 



stiffness in their lower extremities prevents them 
from exploring their lower body either visually or 
with their hands. Visual and tactile exploration of 
body parts are important in the development of 
body image and contribute to the ability to move 
well in the environment (ie, motor planning). 

The increased extensor muscle tone noted in the 
supine position is noted in other positions as well. 
Many cocaine-exposed infants display an exagger- 
ated positive support reaction when held in an 
upright position.^^'^^ This reaction is characterized 
by stiff extension of hips, knees, and ankles and 
weight bearing on the toes. This type of standing 
posture encourages abnormal alignment of the 
body parts and would imf)ede development of 
appropriate balance control. 

The above descriptions of the motor abilities of 
some cocaine-exposed infants suggest that they are 
mildly hypertonic infants with dystonic movement 
patterns. It is important that health care profession- 
als be able to identify these characteristics in the 
cocaine-exposed infant and understand the effect of 
any detected behavioral or motor abnormalities on 
later development. Health care professionals can 
also provide appropriate intervention to mother and 
infant both before and after birth. 

INTERVENTION 

Intervention will be addressed by considering the 
infant's developmental phases from before birth 
through infancy. Within each phase, the focus is on 
enhancing infant development, and intervention 
with parents will be addressed from this viewpoint. 

Prenatal program 

Drug abuse programs now exist in most major 
cities across the country. Programs for the pregnant 
addict, however, are less prevalent. As awareness of 
the problem increases, programs such as the Perina- 
tal Center for Chemical Dependence (PCCD) at 
Northwestern University Medical School in Chi- 
cago, Illinois, should become more available to 
drug-abusing pregnant women. 
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The PCCD is a comprehensive program staffed 
by a number of medical personnel, including 
physicians, nurses, a developmental psychologist, a 
physical therapist, a social worker, and drug depen- 
dency counselors. The PCCD provides prenatal and 
postnatal addictive care, obstetric care, and psycho- 
logical care, as well as pediatric care for the infant. 
There is a heavy emphasis on education throughout 
the program, including topics such as Lamaze 
training, family planning, nutrition, having a healthy 
baby, parenting, infant-toddler series, a woman's 
issues and the law. It is hoped that programs such as 
this will provide more information about the effects 
of drug exposure on infant development while 
providing comprehensive care for those who seek 
it. 

Newborn phase 

The therapeutic techniques described below were 
chosen to address the specific needs of the cocaine- 
exposed infant." These same techniques would be 
equally appropriate for any infant who displays 
similar clinical manifestations. The overall interven- 
tion goals of this period are to increase periods of 
alertness so that appropriate infant-caregiver inter- 
actions can occur. This broad goal can be accom- 
plished by meeting each of the subgoals listed in 
Table 1. 

Positioning 

Even in the newborn nursery, cocaine-exposed 
infants can be positioned to improve their posture 
and movement patterns. The infant can be posi- 
tioned on his or her side to overcome both 
increased extensor tone and the effects of gravity. 
The spine, including the head, should be flexed, 
bringing the infant away from the hyperextended 
position (Fig l).^ Upper extremities should be 
protracted at the shoulder girdle to encourage 
midline orientation. Lower extremities should be 
flexed somewhat to break up pelvic and lower 
extremity extensor tone. Rolled-up cloth diapers 
can be placed between the legs and along the spine 
to support and maintain the posture while allowing 



the infant freedom to move within the posture. 
Covering the infant with a blanket tucked in on 
each side of the mattress will help maintain this 
relaxed posture and thus encourage a more relaxed 
behavioral state. 

Handling 

A caregiver's first impulse might be not to handle 
the cocaine-exposed infant for fear of setting off n 
irritable response from the hypersensitive infant. 
However, proper handling is essential to help the 
infant improve state control and appropriate motor 
patterns. Initially an infant may need to be swad- 
dled in a blanket in a semiflexed position. The 
warmth from the blanket appears to cause inhibi- 
tion of motor behavior.^ In addition, the flexed 
position breaks up the extensor tone, decreases 
tremors and overshooting, and facilitates normal 
hand-to-mouth activity. In conjunction with swad- 
dling, slow rocking may be necessary to calm the 
infant. Studies have shown that such vestibular 
proprioceptive stimulation frequently has the imme- 
diate effect of arresting crying, reducing irritability, 
and bringing the infant to a visually alert itate.^ 
This produces a sense of effectiveness in the 
caregiver that encourages social interaction. 

While vestibular-proprioceptive input appears to 
have a strong effect on the infant's motor control, 
other forms of slow rhythmical input (eg, visual, 
auditory, tactile) could be used to "pacify" the 
infant.^^ Once the infant has become calm, he or she 
can be held in the en face (face-to-face) position to 
encourage visual tracking, vocalization, and playful 
interaction with the caregiver (Fig 2). Initially, this 
face-to-face interaction may be brief, since cocaine- 
exposed infants often have difficulty processing 
complex combinations of stimuli such as looking at 
the mother's face and listening to her voice at the 
same time. The infant may signal this sensory 
Overload by crying or averting his or her gaze. 

Another unique form of handling the cocaine- 
exposed infant ^'O reduce irritability and improve 
motor control is the use of neonatal hydrotherapy. 
This consists of placing the infant in a small tub or 
bassinette filled with water 99^F to lOl^F. Hydro- 
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Table 1. Summary of intervention goals and management related to period of development 



Period of 










Management 


Newborn 


Increase periods of alertness and 
interaction 






Prevent hyperextended posture 


Position in ff in ct*i^ltnr»o 
» ^diLi^iiiii^ ill diuciyiiii^ 




Decrease irritability^ tremors, and 


Swaddling and rocking 

Hydrotherapy graded auditor}' and 
visual stimuli 




overshooting 




Improve feeding patterns 


Positioning j handling 




Improve feeding posture 




Decrease facial and oral hyper- 


Tactile stimulation to facial and 




sensitivity 


oral areas 




Improve parent handling 


Observe Brazelton Model for ap- 
propriate behavior 
Demonstration and return demon- 


Infancy 




stration of appropriate handling 


Improve movement patterns to 
enhance interaction and explora- 
tion 






Decrease extensor tone 


Supine flexion with lower extrem- 
ity rotation 

Prevent extensor thrusting in sit- 
ting and standing 

Discourage supported standing 

Discourage use of jumpers and 
walkers 

Carry inflexed position 

Slow, gentle movement through 
space 




Increase antigravity strength 


Prone positioning 
Pivoting in prone position 
Sitting with support for short peri- 
ods 




Improve parent handling 


Demonstrations and return demon- 
strations of appropriate play and 
carrying positions and handling 
techniques 



therapy techniques include handling to facilitate 
head in midline^ hand-to-mouth activity, and flexion 
and rotation of the trunk. An overhead radiant 
heater should be used to decrease temperature loss 
during hydrotherapy. Vital signs should be carefully 
monitored for any signs of physiologic instability. 
Sweeney"'^^ has used hydrotherapy in an intensive 
care nursery setting and has found it to be eflfcaive 



in improving posture, muscle tone, behavioral state, 
and feeding behavior in premature infants. These 
outcomes are also appropriate for cocaine-exposed 
infants. If the infant responds well to this form of 
state control, it could easily be taught to the parents 
and adapted for home use. 

While swaddling, rocking, and other methods of 
calming may initially be necessary, it is important to 
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Fig 1. Infant in flexed sidelying position used to decrease extensor tone. Reprinted from Schneider J W, 
Chasnoff IJ: Cocaine abuse during pregnancy: Its affects on infant motor development—A clinical 
perspective. Top Acute Care Trauma Rehabil 19S7;2(l):63. 



use these methods only as needed and to begin to 
withdraw these additional techniques as soon as 
possible so that the infant learns to gain control 
Over his or her state. For example, swaddling may 
initially be necessary every time the infant is 
handled. As the infant responds more to calming 
measures and begins to show self-calming abilities, 
swaddling should only be done when the infant 
seems unable to respond without this intervention. 




Fig 2. Swaddled infant in en face position with 
mother. Reprinted from Schneider JW, ChasnofFIJ: 
Cocaine abuse during pregnancy: Its affects on 
infant motor development— A clinical perspective. 
Top Acute Care Trauma Rehabil 1987;2(l):64. 



Feeding 

Poor feeding has been mentioned as a symptom 
in cocaine-exposed newborns. Problems in oral 
motor control are again most probably related to 
abnormal extensor tone, disorganized movement 
patterns, and poor state control. Proper positioning 
and handling techniques described above should 
prepare the infant motorically and behaviorally to 
assume and maintain a more relaxed, flexed posture 
during feeding. Cocaine-exposed infants may also 
display oral hypersensitivity. Gentle but firm tactile 
stimulation around the face as well as within the 
mouth should help to decrease sensitivity and 
increase appropriate sucking behavior. 

Parent education 

This component of the intervention program is 
of paramount importance in enhancing normal 
infant deve'opment as well as ensuring a strong 
parent-infant bond. Parent education should begm 
early enough so that parents can learn appropriate 
and effective caregiving and avoid compounding 
the problems of the already at-risk infant. Having 
the parents observe the Brazelton Neonatal Behav- 
ioral Assessment appears to have a positive effect 
on later interaction with thetr infants." This is 
probably because parents are able to see the positive 
characteristics and the strengths their infant pos- 
sesses rather than focusing only on the weaknesses. 
While it appears that some drug-abusing mothers 
continue to deny their infant's problems, pointing 
out positive attributes as well as ameliorating 
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problem behaviors will serve to strengthen the 
mother's bond with her infant. 

Many cocaine-abusing mothers may not be 
physically or psychologically ready to observe the 
initial assessment done on their infants a few days 
after birth, Information gained during this assess- 
ment, however, can be used to educate the mother 
about the competencies and needs of her infant. 
Most important to understand is how easily the 
cocaine-exposed infant can become overstimulated. 
Parents are taught to recognize common distress 
signs from overstimulation such as yawning, sneez- 
ing, hiccuping» gaze aversion, spitting up, color 
changes, and crying.'^ 

>X'hen the infant is alert, they are instructed to try 
to engage the infant en face without speaking or 
moving too quickly. If the infant is fixing on them 
comfortably, they may try either speaking to the 
infant in a soft rhythmic voice or moving slowly in 
front of the infant without speaking. For some 
infants, any direct visual input may prove too 
stressful initially. In this case» parents are instructed 
to hold the infant in a vertical position against their 
chest with the infant facing away from the parent 
(Fig 3).*^ In this position, the infant may be held 
securely to prevent uncontrolled movements and 
can hear the parent's voice without needing to 
interact visually. 



Wiienever an infant does become distressed, 
parents are encouraged to see this as an attempt of 
the infant to ask for help and are taught the calming 
techniques (swaddling, pacifier, vertical rocking) 
discussed earlier. Repeated demonstrations of posi- 
tioning and handling techniques to relax and begin 
interacting with the infant, as well as return demon- 
stration by the parents, are all part of the educa- 
tional process. 

More than teaching dos and don'ts, parents are 
taught to pay attention to their infant's cues during 
interactions and to respond as quickly as possible. 
Modeling of appropriate handling and feedback to 
parents on their handling and interactions help the 
parents to expand the infant's range of appropriate 
behaviors. Regardless of how competent a parent 
may seem, a follow-up session after the infant has 
been in the home setting for at least one week is 
recommended. Follow-up visits at one week and 
one month of age allow the infant's improvements 
in state control to be highlighted for the parents. 
Suggestions for appropriate progression of interac- 
tions with the infant to increase his or her responsive- 
ness to more complex stimuli for long time periods 
are also given. These sequential intervention ses- 
sions help determine how appropriate the parent- 
infant interactions appear and how well the infant 
has fit into the family unit. 




Fig 3. Infant held securely facing away from parent. 
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Infancy 

The goal of intervention during this period is to 
have the infant move appropriately throughout his 
or her environment. By moving well, he or she will 
be able to interact well and explore his or her 
environment appropriately. Thus, infant motor abil- 
ities can have an impact on psychosocial and 
cognitive development. Since cocaine-exposed in- 
fants beyond the newborn period demonstrate 
increased muscle tone and retention of primitive 
reflexes, they may require intervention to move 
normally. This intervention can be in the form of 
practical suggestions for appropriate play and carry- 
ing positions or ways to handle infants to decrease 
muscle tone while encouraging normal movement.^ 

Play positions 

When supine, cocaine-exposed infants show 
increased extensor tone. This tone causes decreased 
pelvic mobility and limits the infant's ability to lift 
the legs up to play with his or her knees or to Kick 
reciprocally. Parents can be taught to lift the 
infant's pelvis up and flex the legs toward the chest, 
enabling the infant to Overcome the extensor tone 
and to begin increased kicking movements with the 
lower extremities (see Table 1). From this position 
of supine flexion, the lower extremities can be 
rotated from side to side to further decrease 
extensor tone (Fig 4). The upper extremities may 
need to be brought down and forward (depressed 
and protracted) at the shoulder girdle to allow the 
arms to reach out to grasp objects. Parents should 
be warned against leaving their infants supine for 
long periods, since increased extensor tone and the 
effects of gravity make movement difficult in this 
position. 

Prone is a good position for infants to develop 
antigravity extensor strength. Because cocaine- 
exposed infants have a preponderance of extensor 
tone, they usually enjoy this position and perform 
well in it. The infants should be encouraged to 
move in prone by placing colorful stimulating toys 




Fig 4. Lower extremity rotation in supine flexion 
position. Reprinted from Schneider JW, Chasnoff 
IJ: Cocaine abuse during pregnancy: Its affects on 
infant motor development— A clinical perspective. 
Top Acute Care Trauma Rehabil 1987;2(l):66. 

beside them, which prompts pivoting in the trunk 
to reach the toys. 

Sitting is an appropriate developmental activity 
from approximately five months of age, and. in 
addition, infants may sit with the support of their 
parents from birth onward. One caution to parents 
is not to place infants in the sitting position for long 
periods of time, since newly developing trunk 
extensor muscles will not be capable of sustaining 
the erect position. In addition, cocaine-exposed 
infants often push backwards into extension when 
sitting (or standing). This extensor thrusting should 
be prevented by bending the infant forward at the 
hips whenever thrusting occurs or is anticipated. If 
thrusting is allowed to continue, extensor tone 
(already abnormally high) will be further facilit.)fed. 

Supported standing allows infants to experience 
upright weight bearing throughout the lower extrem- 
ities. Cocaine-exposed infants characteristically en- 
joy standing because it allows them to use their 
abundance of extensor tone. They can frequently be 
observed in rigid stand positions, including going 
up on their toes or thrusting head and trunk 
backward into extension. Despite their obvious 
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enjoyment of standing, this position should not be 
encouraged since it reinforces their abnormal tone 
and movement patterns. 

Use of infant assistive devices such as jumpers 
and walkers should be discouraged. Parents should 
be informed that thousands of injuries each year are 
related to the use of these devices.^ As importantly, 
infants placed in these devices are not exercising 
their muscles appropriately, since they do not yet 
have the ability to hold themselves in proper 
postural alignment when placed in the upright 
position." The leg actions of an infant in a walker 
have little relationship to walking skills. Rather than 
training an infant to walk, the walker may actually 
impede progress by inhibiting the infant from 
crawling around." Walkers encourage hypertonic 
infants (like the cocaine-exposed infants) to further 
increase their extensor tone by pushing their feet 
against the floor and arching their trunks 
backwards."'^ 




Fig 5. Infant in flexed carrying position. Reprinted 
from Schneider JW, ChasnofF IJ: Cocaine abuse 
during pregnancy: Its affects on infant motor 
development— A clinical perspective. Top Acute 
Care Trauma Rehabil 1987;2(l):67. 



Carrying 

Since cocaine-exposed infants display primarily 
extensor tone, they should be carried in a more 
flexed position to counteract this. Fig 5 illustrates 
how the infant sits on the parent's hip while being 
supported by the parent's arm under the infant's 
thighs. The infant's arms are kept forward, which 
facilitates the hands coming to midline. This posi- 
tion controls the infant's tone while facilitating 
head and trunk control and the ability to reach and 
grasp objects. 

Haru/iing 

Parents who have been taught to handle their 
infant so as to optimize interaction in the newborn 
period can now expand on those abilities as their 
infant grows and changes. The cocaine-exposed 
infant should no longer require swaddling to stay 
calm; he or she may, however, require more sensi- 
tive handling than normally required of a growing 
infant. For example, while rough-house play is 
enjoyed by most infants, cocaine-exposed infants 
may be more sensitive to quick rough movements 



and may respond by stiffening their bodies or 
crying. Slow, gentle swinging through the air 
should replace rapid movements in space during 
rough-house play. In all cases, the infant's reactions 
(physically and behaviorally) should guide parents 
in assessing the appropriateness of their handling. 

Parent education, which includes appropriate 
play, carrying, and handling techniques, changes 
according to the infant's needs. While many cocaine- 
exposed infants may not require intensive physical 
therapy, monthly sessions may be necessary to 
demonstrate developmentally appropriate activities 
and to teach parents new handling skills. As always, 
return demonstrations from parents are important 
to confirm their level of skill and understanding. 



It is clear from present research findings that 
cocaine exposure in utero is not an innocuous 
phenomenon. Physical and behavioral findings exist 
that are worrisome to the pediatric health care 
professional. Clinical experience has shown that 
some of these findings can be ameliorated with 
appropriate intervention. 
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Because of the tremendous potential for plastic- 
ity that exists within the human nervous system, it 
may be expected that hard neurological signs and 
gross motor dysfunction may not be apparent after 
12 months of age. However, the early effects of 
cocaine on the developing nervous system may 
place the drug-exposed infant at high risk for 
minimal brain dysfunction, which involves an abnor- 



mal nervous system reorganization that may result 
in behavior and learning difficulties.^'"'^ 

Studies are needed to document motor develop- 
ment of cocaine-exposed infants later in the first 
year of life. Follow-up of these infants through 
preschool and early school years will help to 
identify any behavior or learning disorders that may 
be associated with intrauterine cocaine exposure. 
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SpccijUsts in drug treatment know well the pervasive 
destructive effects of drug addiction or drug abuse on 
an individual's capacities to function in daily life. In 
recent years, however, the drug abuse problem has 
developed a new face— the face of a baby. Drug-exposed 
infants are a large and still growing population requiring 
treatment in newborn nurseries, neonatal intensive care 
units, and early intervention programs. The increasing 
prevalence of drug use or addiction among women of 
childbearing age is redefining the drug treatment 
problem, bringing new challenges and complexities to 
professionals working with infants, children and 
families. Changes in prevalence arc due in large part 
to increasing use of cocaine with its very high addictive 
potential. We can no longer view drug abuse or drug 
addiction as problems of individuals; these arc problems 
with a devastating impact on infants, children and 
families. 

Four facets of babies' exposure to drugs deserve 
special mention. 

^irst is the sheer increase in the numbers of babies 
born in the United States who have been exposed to 




drugs in utcro (U.S. House of Representatives, May, 
J988). A recent nationwide hospital survey conducted 
by the National Association for Perinatal Addiction 
Research and Education (NAPARE) found that the 
overall rate of deliveries affected bv substance abuse 
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;;wborns'aftected annually (ADAMHA News/ 
Ck^tooei, iVbS), with the variation in rates among 
Z^Zl (^4 percent to 27 percent) related chieRy to 
the thoroughness of the substance abuse assessmenf used. 
THe problem of substance abuse during pregnancy does 
not seem to be confined to urban settings, nor is it 
limited to low income women. A 1989 survey conducted 
by the Select Committee on Children, Youth and 
Families (see p. 20) found 15 of 18 hospitals reporting 
3 to 4 times as many drug exposed births since 1985. 

Second, HIV (human immunodeficiency virus) 
infection in young children is inextricably linked to drug 
use in adults'. Of all HIV-infected children under 13 
years of age in the United States, about 80% have a 
parent with AIDS or AIDS Related Complex or who 
is at risk for AIDS. (Falloon, Eddy, Warner and Pizzo, 
1989) Little is known about the timing of mother-to- 
child transmission, and reported transmission rates 
vary, but evidence suggests that approximately 50 
percent of infants born to infected mothers are infected. 
The most common route of maternal infection is 
intravenous drug use or sexual contact with an 
intravenous drug user. (For a detailed discussion of 
transmission, diagnosis, etiology and medical manage- 
ment issues of HIV infection in children, see Falloon, 
Eddy, Wiener and Pizzo, 1989) 

Third, the explosion in numbers of drug exposed 
babies and drug using parents is threatening to 
overwhelm already overtaxed foster care systems. 
Newborns who test positive for drug exposure are often 
removed, from the mother's custody before they even 
go home, but drug use is also destroying families who 
had been making it together, struggling against the 
odds, f^imilies on the margin for whom involvement 
in the drug use lifestyle is the last straw. Infants and 
very young children are entering foster care at a 
disproportionately high rate. Children under three 
years old constituted 53 percent of children in placement 
in San Francisco county in 1986. Data from Alameda 
County in 1988 indicated that new intakes for children 
through age 12 included 48 percent in the 0-3 age range. 
More importantly, the number of medically fragile 
infants entering foster care is creating a new set of 
demands upon foster families and social workers. Many 
of these infants are remaining in hospitals for lack of 
homes deemed adequate to meet their extensive medical 
needs. 

Finally, drug-exposed babies are being born in times 
that arc difficult for mental health and social services 
programs. Federal or state fiscal policies have resulted 
in budget lirr.itations for state agencies, for drug 
treatment programs, and for programs designed to 
support families or promote healthy parent-child 
rclationshhips. Programs and staff have been caught 
between fiscally driven cutbacks and need-based 
demands for more services. They have also been 
challenged by the need for new program models to treat 
infant-parent dyads or families who are feeling the 



Practitioners who work with drug-exposed infants 
and their families face issues that are as intellectually, 
emotionally and ethically difficult as any that have 
confronted our field and our society. This article 
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represents an effort to help practiUoner. evaluate 
research information and to think about chn.cal and 
treatment issues. 

Direct and indirect effects of maternal drug use on 

the infant . 

A review paper Oones & Lopez. 1988) prepared for 
the National Institute of Health's Expert Panel on 
Prenatal Care points out that direct and indirect effectt 
of maternal drug use on the fetus and infant must be 
understood and addressed simultaneously. One must 
consider the effects of drugs on the fetus consequent 
to transfer of the drug through the placenta (e.g fetal 
infarcts attributable to cocaine.) One must consider the 
effects attributable to changes in the fetal environment 
(e g . the THC in marijuana retards placental develop- 
ment, which reduces blood flow to the fetus). One must 
consider the effects of abused drugs on the moihtri 
central nervous system which place the fetus at risk. 

Inveskigalors must reconceplualize the effects of drug 
exposure on the developing fetus and infant. Direct and 
indirect effects of maternal drug use must he understood 
and addressed simultaneously. 

Summaries of the direct and indirect fetal risks of 
maternal drug abuse for eight classes of the most 
commonly abused psychoactive drugs produced a 
lengthy list with many effects common to several of 
the classes of drugs. Because many studies demonstrat- 
ing or suggesting a relationship between specific drugs 
and specific fetal risks have research design flaws, 
inferring causal relationships between specific drugs 
and specific fetal risks is uncertain business. The 
question of specific drug effects aside, the research does 
indicate that it is in behavioral and neurobehavioral 
domains, rather than growth parameters, that effects 
of prenatal drug exposure are most consistently 
documented if adequate developmental assessments are 

made. , 

Jones and Lopez' review of the research suggests that 
investigators must reconceptualize the effects of drug 
exposure on the developing fetus and infant. For 
example, infants exposed to drugs in utero are 
frequently referred to as "addicted infants." This may 
or may not be the case. Some drugs are addictive. Some 
are toxic. Some are teratogenic. Both addictive and toxic 
drurs can cause the newborn to be sick, small for 
gestational age. low birthweight, and/or premature. The 
addictive model assumes that the neonate will undergo 
withdrawal, after which the infant will grow and 
develop nore or less as if addiction had not been part 
of his ntr short life experience. The toxic model 
assumes that direct injury to the infant may have 
occurred. 

Teratogenicity is more complex. Unless there are 
identifiable anomalies at birth, the infant can appear 
to be free of symptoms. On the other hand, the infant 
may look like a sick, inconsolable baby undergoing drug 



Editors' note ' •• * T!- .: -"' :^ . ' 

Practitioners' who work' with drug-exposed 
infants and their families face issues that are as 
intellectually, emotionally and technically difficult 
"is any that have confronted our field and our 
society. The articles in this issue of Ztro to Thrtt 
reflect the work of clinicians, researchers and 
policymakers who are trying to understand this 
heterogeneous population of children and families 
and to address their complex needs., 
• . The reader will notice an inevitable tension 
between authors' attempts to make useful 
generalizatibns concerning drug-exposed babies 
and their families and cautions about stereotyping. 
Contributors also differ about the most promising 
service approaches-although all agree that 
treating substance-abusing parents simply as 
criminals is a grave disservice to them and their 
young children. Missing from this issue entirely 
is a discussion of drug-using parents whose 
affluence allows them to avoid detection through 
hospital urine assays and other means, and whose 
infants' developmental difficulties are unlikely to 
be attributed to drug exposure. 

Clearly, our field and our society have much 
to learn about supporting the optimal development 
of drug-exposed infants and their families. As m 
any work with children and parents, we need to 
be guided by careful, empathic attention to the 
unique experience of each infant and parent. This 
quality of thoughtful attention is, we believe, the 
hallmark of the articles in this issue. 

The editors wish to thank Donna R. Weston 
and Barbara Ivins for their invaluable contribu- 
tions to this issue of Zero to Three. Dr. Weston and 
Dr Wins organized the December, 1988 NCCIP 
Fellows' symposium that inspired this special issue; 
they also identified clinical and research ap- 
proaches to be reported and coordinated the bi- 
coastal collaboration that produced the lead article. 

The editors welcome letters from readers that 
reflect their own experiences in research, practice 
and policy development relating to drug-exposed 
infants and their families. To the extent possible 
these will be published in future issues of Z*ro 
(0 Tkret. 



withdrawal. These symptoms, howiver, may actually 
be the result of the effects of drugs on the developing 
endocrine or central nervous system. (These behav.ora 
and developmental teratogenic effects of drugs are ot 
particular concern to child development and human 
services practitioners; if thresholds of pain in the infant 
are modified, or if the capacity for state regulation, 
attention, interpersonal relationships and human bonds 
are compromised, the future of that child is at risk). 
Teratogenic effects can also reside in the genlto-urinary 
and/or cardiovascular system. These effe|fs arc 
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influenced by, time and dosage oi exposure, the systems 
which are undei development at the time of exposure, 
and genetic vulnerability of individuals. Those drugs 
that act on metabolic, c idocrine and central nervous 
system functions may not cause the appearance of 
symptoms until specific developmental stages occur m 
childhood oi adolescence. 

The infant is not only at direct risk from the ettects 
of the drug(s) used by his mother in pregnancy but 
also at indirect risk from the mother's behavior. The 
Diagnoslic Sialisiical Manual of Menial Disorders, Thrd 
Edilion-^Revised (DSM-III-R 1987) defines and examines 
behaviors caused by each class of psychoactive 
substance. The types of maternal behaviors associated 
with drug-induced organic mental disorders (psycho- 
logical or behavioral abnormalities associated with brain 
dysfunction and caused by psychoactive substances) can 
place infants at grave risk. Jones and Lopez (1988) report 
maternal seizures following large drug doses, some- 
times resulting in death; paranoid and suicidal ideation; 
violent or aggressive behavior, particularly with 
stimulants such as cocaine or with PCP; the commission 
of harm to self or others while reacting to delusions; 
accidents caused by impaired motor coordination; and 
death from respiratory depression following high doses. 

Reading the research 

A rapidly growing research literature strongly 
suggests that drug use during pregnancy is linked to 
a multitude of problems in pregnancy outcome, infant 
status, and individual development. As is often the case 
in a new area of research, reports may conflict in their 
findings regarding the impact of drug exposure on the 
fetus, neonate and developing child. Clinicians who 
provide care for drug-exposed infants and their families 
would do well to keep in mind three important 
considerations as they read interpretations of data from 
experiments, whether these are well controlled 
laboratory trials or unfortunate natural experiments 
such as the "crack" experience. These considerations 
are: 1) limits on the usefulness of animal studies; 2) 
the validity of self-reported drug use; and 3) failure 
to take account of many interacting variables affecting 
this population. 

Animal studies can elucidate the mechanisms by 
which drug exposure damages the fetus (teratogenicity) 
in humans and can possibly provide early information 
about the effects of a previously unidentified teratogen. 
But because of species, strain, and individual differen- 
ces, generalizing results of animal studies to humans 
can also involve important errors, false positives and 
false negatives. Thalidomide testing, for example, 
showed only occasional teratogenicity among 10 strains 
of rats, 15 strains of mice, 11 breeds of rabbits, two 
breeds of dogs, three strains of hamsters, and eight 
species of primates (Lcwi$, 1987). 

Reliance on self-report to determine drug use can 
lead to spurious findings. Results of a recent study 
(Zuckerman, et.al.. 1989) indicated that women who 
had positive urine assays for marijuana and cocaine had 
infants with impaired fetal growth. Among these 
women, 16 percent of the marijuana users and 24 
percent pf the cocaine users denied the use of these 



drugs and were identified solely on the basis of a ur ne 
assay. Had the investigators relied only on self-reported 
drug use, they would have found no sigmficant 
differences between the supposedly "drug-usmg and 
"non-drug-using" groups. , . 

The interaction of drug use, health and mental health 
status, sociological, and ecological variables !S seldom 
examined in perinatal research, but the reahty is that 
the consequences of drug exposure are intensified by 
an array of maternal health behaviors which tend to 
be associated with the lifestyle of drug abuse. For 
example, although drug users tend to have a 'drug ot 
choice", they also tend to take the substances they can 
get, and to mix alcohol, cigarettes, and illicit drugs, 
rather than rely on any one class or type of drug 
exclusively. Thus, studies of the effects of cocaine 
exposure, or studies of heroin exposure most likely are, 
in reality, studies of polydrug exposure. 

The effects of drug exposure on the mfanl can also 
be compounded by postnatal factors. For example di ug- 
exposed infants who experience adequate parenting m 
an adequate environment may have better developmen- 
tal sta-lts than drug-exposed infants whose experience 
postnataliy is comprised of neglect and other stresses. 

Clinical and treatment issues . c a 

Lack of any treatment is the foremost issue for drug- 
using or drug-addicted pregnant women. Most such 
women are receiving neither prenatal care nor drug 
treatment services. Women who seek h^Jp d^^'^S 
pregnancy cannot get it, according to the 1989 Select 
Committee survey; two-thirds of the hospitals queried 
reported that they had no place to reter substance- 
abusing pregnant women for treatment. 

In their 1980 effort to survey programs concerned 
with the provision of services to drug-abusing women, 
Beschner and Thompson identified only 25 programs 
nationwide serving 547 women. Roughly half were 
providing psychological and family counseling, and a 
third provided skills assessment and education coun- 
seling Few programs were making an attempt to serve 
the children of drug-abusing women. The disparity 
between services offered and services required was 
highlighted by Beschner and Thompson's findings that 
women entering treatment programs are likely to 
present chronic medical and complicated psychosocial 
problems demanding special attention, and that the 
higher levels of personal distress and lower levels of 
self-esteem found in drug-using women, as compared 
to male drug abusers, indicate the need for special 
counseling and support services seldom found m 
existing drug programs. Eight years later although 
some pioneering treatment efforts exist, Jones and 
Lopez (1988) report that "no preventive intervention 
programs have been located which are targeted 
specifically on (drug abusing! women and prenatal care. 

The challenge for the field is to design programs that 
can be preventive in focus and comprehensive in design, 
involving prenatal care, drug treatment, and infant- 
parent support. 

Practitioners and program planners currently tacc 
two formidable tasks: 1) applying whatever treatments 
are currently available while 2) simultaneously 
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assimilating the growing clinical and research data in 
order to develop more apppropriate new models for 
service programs and treatment approaches. Clinical 
issues and treatment considerations that must be 
addressed in this process include: 1) the danger of 
stereotyping; 2) focusing the treatment effort; 3) the 
impact of the work upon helping professionals; and 4) 
the development of a conceptual framework that assists 
clinical and research efforts. 

The danger of stereotyping 

Available information about the impact of specific 
and polydrug use on physiology, behavior, and 
development tends to cite commonalities in the 
characteristics of drug-using mothers and their babies. 
Mothers are likely to be described as having a history 
of poor prenatal care, dysfunctional relationships, 
chaotic lifestyles and poor parenting. Drug-exposed 
infants tend to be described in terms of irritability, 
hyper- or hypotonicity, depressed growth parameters, 
compromised state regulation and possible developmen- 
tal delays. Emphasizing only commonalities, however, 
suggests that a homogeneous group of drug-using 
mothers and drug-exposed babies exists. In fact, the 
opposite is the case. Drug use includes many patterns 
that range from occasional casual use of low doses to 
episodic intake at high doses or the compulsive use 
associated with drug dependency. The differences 
between use and addiction and the causes underlying 



them have different implications for parenting capacity. 
Moreover, not all babies exposed to drugs in utero will 
be affected, nor will those who are affected be affected 
in the same way. Stereotypes can blind us to the unique 
characteristics that both infants and mothers bring to 
their relationships despite the impact of drugs. 
Treatment efforts must recognize, respect and support 
individual differences while addressing tho very real 
risks that these mothers and infants fjcc 

Focusing the treatment effort 

Whether she is treating a single drug-involved dyad 
in a mixed practice or is working in an environment 
where drug use is the norm, the clinician must make 
a series of decisions about the type and focus of 
treatment. The complexity of drug use virtually 
guarantees that these decisions will have to be made 
in the absence of sufficient information. 

First come decisions about whom and what to treat. 
Whatever their specific drug expv>sure experience, drug- 
exposed infants are likely to have -health problems (low 
birthweight, complications of prematurity) and to be 
more difficult and demandmg, and less responsive and 
rewarding, than even "difficult" healthy babies. Drug- 
exposed babies tend to be compromised in their 
cap.icities for slate regulation, participal ion in the subtle 
give-and-take of inl*»raction, and romnuinii atmn about 
their stales and needs through snnl<-., frowns, cries 
and eye contact. These biologically vulnerable infants 
are born to mothers who face KValth and emotional 
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problems of their own and who are also compromised 
in their relational capacities and ability to understand 
and respond to their infants' needs. Thus these infants 
experience a double jeopardy: biologic vulnerability due 
to drug exposure that is exacerbated by inadequate 
retaking (Parker, Greer, and Zuckcrman, 1988). The 
multiple needs of infants and mothers produce a strong 
impetus to treat mother and baby separately. However, 
the true clinical challenge is to provide interventions 
to support the mother and protect the infant, while 
additionally promoting positive mother-infant interac- 
tion and the formation of a positive relationship. 

Treatment strategies are further complicated by the 
cumulative occurrence and complex interaction of 
mothers' health behaviors and psychosocial factors. 
Depressed mothers and those with "dual diagnosis" 
require special attention. True addiction calls for even 
more intense and comprehensive intervention. 

Observations from a recent study (Zuckerman, et al., 
19S9) suggest that depressive symptoms in women and 
associated health behaviors may be an important link 
between the social environment and infant outcome. 
Not surprisingly, the study found that depressive 
symptoms were more likely to occur among women 
with a low level of social support and a high number 
of life stresses. Women with more depressive symptoms 
^ere found to be more likely to smoke cigarettes, drink 
alcohol, and use cocaine— possibly as a form of self- 
medication, a way of coping with unhappiness and 
stress. These women also had poor weight gain during 
pregnancy Such poor health behaviors in combination 
are likely to lead to poor outcomes for newborns, and, 
of course, sick, difficult babies may further stress 
parents and increase depressive symptoms, which have 
avJv'*r-.,c effects on the developing child. 

Li forts to interrupt such a process must consider a 
wom.in'L* emotional and mental health, economic 
cirtiimslan* es, and social context. Well-intentioned but 
unreolistji iiilerventions may simply set women up to 
fail U a potentially harmful health behavior serves as 
a means ot coping with depressive symptoms or life 
stresses r.r is, in poor weight gain, itself a symptom 
of depression, providing information about the risks 
v»f pool health behaviors during pregnancy is unlikely 
by itself to improve women's health and pregnancy 
outcome:, Interventions that identify women's existing 
coping strategies, help develop more healthful ones, and 
focus on reducing stress and depression in the context 
of a therapeutic relationship may help women master 
feelings of helplessness and change their behavior. 
Efforts to reduce alcohol consumption among heavy 
drinkers during pregnancy that have used this kind of 
counseling approach have demonstrated beneficial 
effects to the newborn. An intervention characterized 
by emotional support and behavioral strategies to help 
pregnant women reduce cigarette smoking resulted in 
an increase in birthweight among their newborns 
(Zuckerman et al, 1989). ^ 
The "dual diagnosis" woman has both a drug problem 
and a psychiatric problem. A pregnant woman who is 



schizophrenic and is addicted to cocaine, for example, 
may find that her psychiatric condition is an obstacle 
to her effective participation in drug treatment. 
Although she will have difficulty communicating with 
and relating to others, staff in most drug treatment 
programs may not be able to identify her difficulties 
as signs and symptoms of schizophrenia; her mental 
illness will go untreated, and her drug treatm*?nt may 
also be ill-fated. Women with borderline personalities 
frequently have difficulties with drugs as well. The 
Detoxification Program at the District of Columbia 
General Hospital estimates that 25 percent of patients 
treated have dual diagnoses. 

When drug use is in fact addiction, intense and 
comprehensive intervention is needed. Jessup and 
others (cited in Jessup, 1983) suggest that pregnancy 
and motherhood are psychologically loaded issues for 
chemically addicted women, many of whom feel that 
motherhood is the only socially acceptable role 
remaining to them and the only avenue open to 
achieving feelings of self-worth (Finnegan, 1979; 
Rosenbaum, 1981). The most difficult psychological task 
during pregnancy for chemically addicted women, who 
tend as a group to have poor self-esteem, is the 
management of guilt and regret about drinking or drug 
use If a woman's child is born ill or in withdrawal and 
the mother attributes the abnormality to her drug use, 
her guilt may be very great indeed, but it may not be 
expressed directly. In addition, actions including failure 
to form an affective bond with the infant, neglect, abuse, 
and abandonment may each be products of unconscious 
processes (Fraiberg, 1975). Practitioners must be well 
trained and caring individuals who can support mother- 
infant interaction and promote the mother's capacity 
to become the protector of her infant. Intervention must 
acknowledge the simultaneous needs for drug treat- 
ment and good infant care. It must recognize individual 
dynamics that may impair the mother-infant relation- 
ship (Fraiberg). It must address barriers to formation 
of a working alliance. (Seligman and Pawl, 1985). 

Impact on helping professionals 

The increased concentration of drug-exposed infants 
in neonatal nurseries, early intervention programs and 
foster homes has created new problems for helping 
professionals. The prevalence of drug-exposed babies 
has changed the very nature of many human services 
jobs, with interventions that were once limited to 
infrequent, high risk situations becoming the norm,. 
The already difficult care of medically fragile, ill or 
devclopmenUUy delayed infants who may.start life with 
extended hospital stays is further complicated by issues 
of parenting ability, resources in the home, and basic 
safety. Follow-up is ofen difficult. Protective service 
referrals and out-of-homc placements (often involving 
frequent moves and a series of primary caregivers for 
the infant) become routine interventions. Social 
workers, NICU staff, discharge planners, and early 
intervention specialists cope with heavy caseloads, 
spend a disproportionate amount of time searching for 
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and contacting parents, and struggle to establish some 
sort of workfni alliance with them. For many prac- 
titioners, the change in responsib lit.es and m their 
perceived effectiveness of their work bring high stress, 
decreased job satisfaction and the need for new coping 

strategies. . , 

Recognition and ongoing discussion of the special 
difficulties faced by professionals who treat drug- 
exposed infants and their families are critical to the 
delivery of quality care. The array of feelings aroused 
by the work must be acknowledged. Early rescue 
fantasies can give way to feelings of helplessness and 
anger. Particularly in work with infants, these feelings 
are compounded by a sense of urgency related to the 
awnreness that the babies stranded in hospitals or 
bouncing between foster homes are in developmental 
periods critical for the development of attachment, 
affect, self-regulation, and cognition. Professionals may 
wrestle with their own feelings of attachment to babies 
who have been entrusted to their care, and tind it 
difficult to maintain feelings of empathy, concern or 
helpfulness for mothers without becoming judgmental 
or even, unknowingly, punitive. For professiona.s 
accustomed to feeling effective in their work, these 
feelings can be intolerable. But recognizing them is a 
critical first step toward forming a working relationship 
witii a f.imilv or implementing a treatment plan. 

V\'h.,tovvr' their emotional sl.ite, few professionals 
have adequate preparation or resources to handle such 
a largo proportion of high risk cases. Service delivery 
progiatrs must allow for ongoing supervision, consul- 
tation, and peer support so that problems, feelings, and 
particularly troublesome treatment issues can be 
shared. Caseloads must be monitored by supervisory 
staff and staff members' concerns about their caseloads 
reipi-cfed if feelings of ineffectiveness and burnout are 
tu hi- prevented. As frontline workers, foster parents 
.^•iv- nei-d support. In-service training and statt 
education on drug effects, drug treatment, infant- 
paier.t interaction and high-risk dyads are essential 
supports for those who are supporting babies and their 
families 




A conceptual framework to assist clinical and research 

efforts , 

"IVficit models" arc as dangerous in addressing the 
need'.; of drug-exposed infants and their families as they 
are in ihmking about any group of children or adults. 
A deficit model for drug exposure in utero assumes 
that the baby has experienced some neurochemical or 
other fundamental damage to the organism's capacities 
for self-organizing and self-righting (Washington, 
1975). Symptoms of drug exposure such as impaireo 
self-regulatory capacities, hyperlonicity, and respira- 
tory difficulties are also observed in full-term, otherwise 
healthy babies who have not been exposed to drugs. 
Yet any difficulty of the drug-exposed infant is 
attributed to the single cause of drug exposure, and 
the complexities of the impact of drugs on parents and 
children are deemed beyond understanding and 
preventive interventions, beyond professional help. 1 he 
deficit mode'; can be used to rationalize giving up on 
drug-exposed infants and their mothers. 

Junr lo^o ZerOtoThrre 



A "risk model," on the other hand, recognizes that 
fetal exposure to drugs compromises or jeopardizes 
developmental processes but that organismic and 
environmental forces can contribute to positive 
developmental outcomes. Prospective studies of risk 
have repeatedly indicated that developmental outcomes 
are the product of both constitutional make-up and 
environment, and that a dynamic, transactional model 
is needed (Sameroff and Chandler, 1975; Werner and . 

Smith, 19»2). 

The challenge for researchers and prac itioners 
becomes one of learning how better to help drug- . 
exposed infants with compromised capacities reach out 
to the world, and to support their families in creating 
a world worth reaching for. 

Jm'rtcTnPsychialric A.social.on. (1987) D.a,n<,<.„ -nJ ~l 

PsvchiJtric A^sociolion. . , 

B«.chner. C. and Thompson. I'. (1980) Women and drug .bu.c- 
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The Development of Young Children 
of Substance-Abusing Parents: 
Insights from Seven Years of 
Intervention and Research 
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Addiction is a tragedy that affects the personal lives 
of substance abusers, their ability to be parents and 
thoii children's development. Drugs i«nd alcohol affect 
the d.-vflopiuK (.ttis; prcn.ilal drug exposure and 
parental impairment from chronic drug abuse both 
affect the developing child. Our research on the 
developmental sequelae of prenatal drug exposure and 
the effects of being reared in a substance-abusing family 
is informed by the patterns, questions and methods of 
normal child development. But our efforts to reach, 
assi'-.t, and understand substance-abusing families and 
thiir voung children over the past seven years have 
been anything but ordinary. 

Unique issues in working with substance-abusing 
f.iniities 

1 he foundation of informed and illuminating research 
.ibout the developmental effects of both prenatal 
.•.(>-.>Miro to illicit drugs and postnatal impact of living 
in a family lH.it abuses substances is the provision of 
clinical services that address the prevalent survival 
lu-. dv of -..ub-.tame-abusing women and their children. 
Clinsol services are necessary not only on ethical 
-rounds, but are the primary means of maintaining 
subjects m a research study. Substance-abusing parents 
.ire liHstabK-. movt? frequently, lack telephones, fail to 
k. ep appoinimonls, and drop out of sight when abusing 
■lluit drugs. Iriends and often family collude with the 
vubstan.e-ah.ising person's flight from representatives 
of autlu.ntv structures such as universities, medical and 
l. j-al systems. We have found, therefore, that it is very 
important not only to provide clinical services but to 
provide them through an intervenor who is able to 
rstablish an ongoing, stable, nurturing, and non- 
threatening relationship with the subject. 

Substance abuse undermines normal patterns of 
intc action and alters lonventional priorities (Howard, 
in pre^s) The families we have worked with, who are 
poor and are chronic polysubstance abusers, have 
multiple legal, social, and medical problems. They often 
^ome from a history of impoverishment, abuse, and 
intergenerational chemical dependence. One mother, 
for example, told us how her member taught her to 
shoplift and then to sell the stolen goods on the street. 
This mother w.is introduced to heroin by her own 




father. (In fact, a significant number of parents 
experienced their first exposure to drugs and alcohol 
through their own parents' encouragement.) AncUher 
mother told us that when she was upset as a child her 
mother would mix her a drink and say, l>'nk th..: 
it will make you feel better." A third mother staled 
that her own father "shot me up with heru.n when 
1 threatened to call the cops on him." 
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Clwical servkei lhal address the survival needs of 
suhstauce-abusing women and ihrir children musi form 
the foundation for research about the devcloinmntal effects 
of prenatal drug exposure and the imp.ui of living in 
a family that abuses substances. 

Parents who are addicted to drugs have a primary 
commitment to chemicals, not to the.r children 
Disruption and chaos in the household often rc-sult in 
the neglect or disregard of the child's needs. For 
example, a three-month-old baby in one of our research 
projects was found underneath a bed by a neighbor. 
The baby's parents and friends were high and 
consequently not merely inattentive to the baby s needs 
but completely unaware of the baby's presence. Another 
mother explained her inability to keep medical 
appointments for her child because she was out "chasing 
the bag"-»hat is, looking for drugs. Yet another mother 
explained her pregnancy by stating that "1 need this 
baby to help slow me down, to keep me off the streets . 

Chronic drug use can impair and distort a parent's 
thoughts and perceptions. Chronic use of m.nd-altenng 
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History of Our Work with Substance Abusing 
Families 

The UCLA Department of Pediatric's introduction 
to substance abusing families grew out of the UCLA 
Suspected Child Abuse and Neglect (SCAN) Team. 
Newborns exhibiting withdrawal symptoms from 
prenatal exposure to drugs were required 
California law to be reported to the Child Protective 
Agency as possible child abuse cases. The SCAN 
Team enlisted our expertise in child development to 
identify atypical behaviors thai might be indicative 
of drug exposure and withdrawal and to assess the 
impact of the parental addiction on family function- 
ing. A protocol was developed to identify severity 
of dysfunction in both the infant and the family in 
order that recommendations could be made to the 
courts about the medical, ecnironmental, and 
developmental needs of these children. 

From, this initial participation in SCAN, beginning 
in 1981 we developed clinical service projects, an 
interdisciplinary training project, interagency 
training projects, and a research study of iht 
developmental effects of prenatal exposure to illicit 
drugs. These projects had a different focus from 
traditional programs that target substance abuse. 
Our emphasis was on the processes of development 
in the children, the effect of the family environment 
on the children, and the effect of wider social systems 
on the children's development rather than a medical 
model focused on the addiction itself. 

The clinical services projects included a three year 
early intervention program, PROTECT, funded by 
the Department of Education, Handicapped Child- 
ren's Early Education Program (HCEEP Grant 
024AH50027) that subsequently spawned a state- 
wide interdisciplinary and interagency Outreach 
Training Grant (HCEEP Grant HO24E80008). Since 
by this time we were familiar with the nature of 
substance abuse we made the goals of the interven- 
tion purposefully basic and realistic: 1) ongoing health 
care for identified infants and siblings, 2) develop- 
mental assessments and appropriate community 
referrals for the identified infant and siblings, 3) 
education to the biological parents, foster parents. 



and extended family about fetal and infant develop- 
ment and the special needs of drug exposed infants, 
as well as basic information about child nutrition and 
safety, 4) counseling for crises and management of 
daily problems for the biological parents, foster 
parents, and extended family, and 5) coordination 
and collaboration among all agencies involved with 
the identified family. 

The multiple needs of the substance-abusing 
families necessitated both interdisciplinary and 
interagency cooperation, in order to facilitate the 
goals of intervention, three professionals were 
assigned to each family: a social worker, pediatrician, 
and public health nurse. During a 12 month period 
these professionals worked with an average of 5 
agencies per family and contacted families an average 
of 52 times. This need for interdisciplinary and 
interagency collaboration alerted us to the need for 
specific training, for a wide range of professionals, 
focused on the issues related to substance abuse. 

A project for interdisciplinary training in the area 
of child abuse, including substance abuse, was 
implemented for students at UCLA in the graduate 
departments of psychology and education, and 
professional schools of medicine, dentistry, public 
health, law, social work, and nursing in order to 
prepare these new professionals to respond to these 
issues as they enter their chosen fields (Child Abuse 
and Neglect Interdisciplinary Training Grant, 
Department of Health and Human Services 90-CA- 
1343). At the same time, training for interagency 
cooperation between case workers in the Department 
of Children's Services and nurses in the Los Angeles 
County Health Department (Training, Education, 
and Management Skills: Meeting the Needs of Infants 
Prenatally Exposed to Drugs, TEAMS) was made 
possible through funding from the Department of 
Health and Human Services (90-CA-1194) 

The research findings from the early inlcrvenlion 
project provided the preliminary djia for a research 
grant from the National Institute on Drug Abuse 
(NIDA Grant R01DA4139) to study developmental 
patterns in children prenatally exposed to phoney- 
clidine (PCP) as a primary drug of abube in the 
mother's substance-abusing history. 



drugs can interfere with memory, attention, and 
perception. Mothers in our studies have had diffic ulty 
remembering their own childre n's birthdates. 

Safety is an issue fur family mcmlH-i s, for professional 
staff who make home visits, and most of all for the 
children of substance-abusing families. Drive-by 
shootings and violence where drugs arc used and sold 
are daily i>ccurrences in their n(MghborhiH)ds. Further, 
children are often in danger because their addicted 
parents do not function as protectors and advocates. 
Infancy professionals who have been trained to 
acknowledge and respect that parents have a primary 
leadership role m their children's lives must learn lo 



understand that the subslance-abusinj; p.irenl is often 
unable to assume this primary protective role The first 
goal of professionals, therefore, is to keep the child 
visiblf in the community in t»rder lo moniloi the child's 
safely in .i dangerous drug culture 

Unique qualities in the clinical and research staff 

Bct.uisi' turnover in staffing interferes with the 
formation of nurtuung, non ihreatrning rel.ilionships 
with siibstaiue-abusmg families, conlintnly in the 
clinical and research staff becomes essential to success, 
just a^ several characteristics of the drug cultuie and 
substanci-abusing families are unique, the demanding 
natuie of the IH•ed^ and ptoblems in families requires 
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a staff of clinical and research professionals who 
themselves possess specific and unique quahties. 
Dedicated, stable, and focused professionals who have 
personal maturity and inner strength, who can be 
realistic and creative in the face of overwhelming social 
tragedy, and who have a personal humility that 
motivates them to organize their relationships to 
subjects and colleagues from a stance of respect, help 
reduce attrition in both the subject families and the 
professional team. Some members of our staff have 
seen tlu* destructive impact of the drug culture upon 
family members or friends; others have gone to great 
lengths to become fluent in the language of street, gang, 
and drug culture in order to better understand families' 
descriptions of their life experience. The staff are united 
in common goals and take problem solving in stride^ 
As one community staff member asked, "How would 
we know we were alive if there were no problems?" 

In our proiects, staff turnover has been negligible 
and our research subject attrition rate minimal. In their 
relationship with stable intervenors, the subjects 
experience the rudiments of trust sufficiently to 
sometmies maintain contact with their intervenors 
when they are in difficulty. When the intervener- 
subject relationship does not result in maintained 
contact, the intervener's own knowledge of the 
community and the community's trust of the intervener 
<>nables her lo locate the subjects who have gone into 
hiding. 

Unique problems in research on children of substance- 
abusing families 

Locating subjects is only the first step in collecting 
data at reasonably consistent times. It is often necessary 
for the intervener net only to provide transportation, 
but also methodically to structure the addict's activities 
in order to get the subject to the laboratory for 
absessment. The intervenors in our study not only 
arrange to accompany and transport the subjects to the 
laboratory, they often must arrive at the subject's home 
up to 90 minutes before departure in order to wake 
mothers, and organize their own preparations and their 
,\u\d\ dirssing and feeding. In their cars, our 
intervenoi> keop diapers, formula, children's clothing, 
women's clothing, combs, shoes, and personal toiletries 
to use as needed to ensure arrival at the lab at the 
appointment time. 

These extraordinary efforts are not limited however, 
to laboratory visits. Observations in the home are 
equally vulnerable to failure. Subjects who are addicted 
forget, aren't awake and ready, and leave. If they have 
failed to tell their network of other drug abusers and 
sellers about the appointment, they are preoccupied 
^with activities of the addiction, and observation is 
'^impossible. When home observations are made for 
research purposes, the intervenors must also act to 
ensure the subject's readiness. In substance-abusmg 
families advance preparation is necessary for the 
collection of data and is critical to the safety of the 
research staff. It is essential that drug dealers and 



abusers not be surprised or interrupted by people 
outside of the drug culture. 

The accomplishment of both home and laboratory 
assessments is gi)verned by a knowledge of families- 
daily lives. Our subjects are both drug-abusing and poor. 
Assessments cannot be done on the first or fifteenth 
of the month when AFDC or welfare checks are 
received. Cashing and protecting the check from theft 
(and often from other family members) and spending 
the money are the priority on these days. Assessments 
are also not scheduled on Fridays and Mondays because 
of the anticipation of, preparation for, and recovery 
from weekend activities. The window of time for home 
observations is late morning to early afternoon. It is 
too dangerous for the research staff in the late 
afternoon and evening because of darkness and 
increased gang activity after school dismissal. 
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When home observations are made }or research 
purposes, advance preparation is critical to the safety 
of staff, U is essential that drug dealers and abusers 
not be surprised or interrupted by people outside of the 
drug culture. 

Members of the clinical and research staff do not 
take unnecessary risks in the community by carrying 
purses, wearing jewelry that looks valuable, dressing 
in a manner that would be construed as sexually 
provocative, stopping at service stations, or using public 
telephones. At the same time they are careful to greet 
each person encountered in order to diffuse antagonism 
to those considered to be outsiders because they do 
not reside in that immediate neighborhood. Even with 
these precautions, some neighborhoods are still too 
dangerous for any outside person to enter. In our 
current research project we have had to drop six families 
who wanted to remain in the study because incidents 
associated with drug activity, including guns, shootings, 
mental disorders, and known gang membership put our 
staff in personal danger. These difficulties notwith- 
standing, the knowledge gained from home observa- 
tions, exposure to the drug culture, conditions of inner 
city living, and an awareness of the character of daily 
life events experienced by the children and their families 
is essential to generating meaningful research hypo- 
theses about developmental process in this population, 
and to understandable interpretation of the complex 
findings. 

Even when appointments are kept, the quality ot 
disorganization found in the subjects' daily lives is also 
evident in the laboratory. Research assistants generally 
need to focus on organizing the mother as much as 
or more than organizing the child. It is not uncommon 
for substance-abusing mothers to have difficulty 
remembering simple instructions or to exhibit difficul- 
ties with attention and perception. For example, in a 
structured laboratory teaching task that required the 
parent to teach her child how to do a pu/.zle designed 
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for three-year-olds, the parent struggled without 
success to orient a triangle so that it would fit into 
ICS appropriate spot. The mother then turned to the 
experimenter and said, "You need to get a file to fix 
this piece so it will go tn." Parents often seek the 
researchers' attention for themselves or fail to attend, 
soothe or help their children feel comfortable in the 
assessment situations. Some mothers who have 
recently taken drugs fall asleep during the laboratory 
assessments. 

Current findings from our ongoing research 

Our current , research is designed to extend our 
understanding of the developmental sequelae of 
prenatal drug exposure and the effects of being reared 
in a substance-abusing family. We wanted to discover 
where normal processes of development had been 
altered and which developmental processes seemed 
resilient to the impact of a dysfunctional prenatal and 
postnatal enviroment. In determining issues for 
assessment we were guided by two principles. 

• First, ihe effects of prenatal drug exposure would 
be found in a continuum that ranges from mortality, 
to anatomical dysmorphology, to more subtle behavioral 
effects; severity of effect and rate of occurrence in the 
population would be inversely correlated (1988, 
September, Prenatal abuse of licit and illicit drugs. 
Proceedings from the conference of the New York 
Academy of Sciences). Our observations and knowledge 

Drug-exposed toddlers score within the low average 
range on structured developmental tests, but they show 
striking deficits in free play situations that require self 
organization, self initiation and follow-through, 

of normal child development taught us that develop- 
mental and intelligence tests alone would be inadequate 
in demonstrating the subtle deficits that would be mosl 
common in these children. 

• Secondly, we recognized that the alternative 
postnatal rearing environments in which prenatally 
drug exposed children are placed would mitigate or 
exacerbate the adverse effects of in utero durg 
exposure. We understood that haphazard placements 
by the courts, which resulted in some children being 
reared in foster homes, some with extended family, and 
other with their biological mothers, presented a natural 
experiment for disentangling the effects of prenatal and 
postnatal environment (Rodnin^;, Beckwilh, & Howard, 
in prfss). 

In our firsl rmpirical study we comp«ired 1 8 prenal.illy 
drug exposed i8-month-old toddlers to a sample of high 
risk preterm toddlers (Beckwith, 1988) who were of 
earlier age and lighter weight than the drug exposed 
children, of similar low socio-economic status, ethnicity, 
and single parent households. We looked at the 
children's intellectual functioning, quality of play, and 
security of attachment to the parent or parent figure. 
High risk preterm children were specifically selected 



as a comparison group since previous studies have 
implicated poor prenatal care and difficult perinatal 
events as the source of negative developmental 
outcomes from prenatally drug-exposed children 
(Chasnoff, SchnoU, Burns, & Burns, 1984; Lifschitz, 
Wilson, Smith, & Desmond, 1985). 

The drug-exposed toddlers had significantly lower 
developmental scores, but were still within the low 
average range. Because standardized developmental 
assessments imposed an external structure in wliich 
an examiner directed the tasks for the child, the children 
appeared more competent than we clinically jud^^^^d 
them to be. Our clinical observations led us to include 
within the research assessments an unstructured free 
play situation that required self organi/^ilion, bv\f 
initiation, and follow-through without the assistance 
of the examiner to guide the task. In that context, the 
drug-exposed children showed striking deficits. The 
drug-exposed children had significantly less represen- 
tational play than the high risk preterm children. Play 
for the majority of drug-expdsed children was 
characterized by scattering, batting, and picking up and 
putting down the toys rather than sustained combining 
of toys, fantasy play, or curious exploration. Repres- 
entational play events, such as combing hair, stirring 
a pot, and sitting a doll at a table, were significantly 
less frequent and less varied in the drug exposed group 
than the comparison group. 

When we looked at the Strange Situation paradigm 
(Ainsworth, Blehar, Waters, & Wall, 1<?78), we found 
a similar pattern of average scores yet very deviant 
behaviors. The drug-exposed children did not have a 
significantly higher percentage of insecure attachments 
than either the preterm sample or that expected in a 
poverty group. However, the drug-exposed children did 
not show the strong feelings of pleasure, anger, and 
distress in relation to novel toys and the caregiver's 
departure and return that the attachment assessment 
was designed to elicit. Moreover, the majority of drug- 
exposed children had insecure attachments character- 
ized by disorganization rather than organized patterns 
of avoidance or ambivalence. The antecedents of the 
disorganized classification need to be carefully under- 
stood both in the parent-infant interaction and in 
possible biological factors within the infant. 

In comparing securely and insecurely attached 
children within the drug-exposed group, we found that 
the insecurely attached children had significantly fewer 
play events and poorer quality of play than the securely 
attached children. Even though the securt-ly attached 
drug-exposed children had more pUy evt-nls than the 
insecurely atiached, both groupb were still more sparse 
and disorganized than the preterm children, Simx^ a 
link between reprcbentational play and language 
acquisition has been demonstrated in other studies 
(Bretherton, i98J, Largo Howard, 1P70), we also 
anticipate problems in language development lor the 
drug-exposed children at later ages. 

The data from that initial study, and the preliminary 
findings from our present research project showed that 
prenatal drug exposure increased the initial rihk evident 
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at birth by extending the organic, physiological effects. 
1) into emotional development in affect regulation; 2) 
inio social development in the organization of relation- 
ships; 3) and into cognitive development in the 
representational and symbolic aspects of children's play. 
The rearing environment, through fostering secure 
attachment, mitigated the impact of prenatal drug 
exposure on development to some degree, but did not 
eliminate tho effects entirely. 

Clinical and research impUcations 

Children of substance-abusing parents are living in 
unstable, often dangerous environments, cared for 
inconsistently by parents impaired by chronic drug 
abuse. Postnatal environmental factors and the 
possibility of biological impairments pose grave risks 
to their healthy development. While resiliency and 
change are always possible for the child and for the 
adult, resiliency cannot be taken for granted. 

Developmental effects of the multiple adversities tha* 
children prenatally exposed to drugs and growing up 
in substance-abusing families experience daily will have 
an increasing impact on the educational, medical, social 
welfare, and justice systems in our society. This burden 
will only increase as the numbers of children in these 
circumstances increases. Clinicians and researchers now 
face the challenge of identifying the services that will 
prevent and remediate this social tragedy. Communities 
that are only now organizing their systems of law 
enforcement and drug treatment to deal with addiction 
in adults must turn their concentrated attention and 
expertise to these vulnerable children as well. 
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itiouiihl ««t 111 lerius ol llwir ability !o in- 
duce physical iiuillonnnlions iii <»llspring. 
htil now ii is reciigiii/ed lhal leraiotieuic 
diiip ran cause <lealli. iiialloiuialions. 
jji'nuli deficicmv. ami Imiciional deliciis 
iWilsoii VnU. Dilleieiices in the d«ise. 
lutnit;: ai:tl ci)ndili<ins exposure, as well 
as dillci vines u\ individual scnsiiiviiy. ac- 
eimiu I'M dillerential iiukomes. Hiindieds 
n\ suidies usini: liilHiralory animals under 
^tmiroUcd condilioiis have coiilirincd ilic 
ii iajojicmcil) ol alcolKil even l!u»ui;li 
oihcr c<uidilions such as mahiulriii«m. 
fcaiMip tondili<»:is. and psc oI" oilier drugs 
ivlieii c<ivar>' wiili alcoholism in human 
Kmujis. 

Stiiiic icraiogcnic diujis arc also recii^:- 
iii/cd as ijcuri^hchavioral icraiojiens in thai 
picnaial ey|H)sure eau pfiiducc lunctitmal 
iiitpairmcni ami ahnotmal behavior in *ilf- 
sprinp (ViHhecs and Bulchcr I9R2). I'or 
druj:^ lliai ptiniucc ncurobchavioral cf- 
Iccis. ihc fiiiuii<Hial deliciis are usually 
pitHliucil ai lower lc»ch. i>f cxpi>Nurc lhan 
iliMse re<|uire<l l<» pr<Klucc pliysical inalfiir- 
iiiaimiis Ah «iliol has Ikou calkil IIk- nM)si 
4 tMiitminl) used ncur<»K haviufal U'talogen 
llliiichin^rx IW.I). 

riie ehikhcii iim)nI M'vcrcly aMcded by 
ptenalat i'xp4«surc lo aholnil arc (hose 
vvuh a diapiHtsis of Icial aleolwU syiKlnHiic 
ll AS) llicse chihheu aio gr<»wih ikU- 
cicnl. have a clusier ol i^hysieal malh»r- 
lualioiis inehKhnji a eharaclcrislk. Ukc atid 
lljcy have a hijih risk *il bcin^i iiiicllcclu- 
ally ha!Khca|»|x:d. CIitiikic alci*iilic 
nwillicrs w!io continue u> drink tluriug 
pfcjiiiancy aic at iiKreascd risk hir luivirtp 



children with l-AS. A receni It) year 
ro|U»wiip study «d IIh: litsi i!iildie:l i;i\cn 
this diajliiosis (see article iKginninj: <5ii 
|Mge 13) mduaies that the intellectual del- 
iciis and the academic and hcliavi«>ral 
handicaps eoiuniue inh» a«h»leseciice. l eial 
alc*>hol s>iidiomc has Ixeii leimcd the 
nK>sl Irequeiu iera(*»t.'euic caust- <>l iiH-nial 
leiardalitiii in the Wesiein WoiUI tClaiieii 
ami Smith l'>7Xr 

riie present p.ijvr will Ins! stniimati/e 
the animal liieraiuie on alc<ih<»i a. a 
iieiir«tlKhavioral leiaioiien (a pieuatal in- 
ducer ol delects) and then will discuss iIk' 
empnical ami cluneal lindin>!s with re 
s|vei to ilu- psycluilopKal and Khavioial 
ellccis ui childicii prenatally ex|M>scd to 
alcohol. 

Neurobehavioial ellccis ol ierat<nieiiic 
(mallorinalioii mducin^l dnijis are dilli- 
cull lo establish in humans because behav- 
ior has so many determinants and often i.> 
dillicuh to uKMsinc. However, carefully 
conlridlcd slushes on lafM)rah»ry aniinals 
have s»K)wn that pnnaial alcolwd cxptisure 
can pr*jduee a vaiieiy ol iK;uri>bcliavioial 
ellccis tnehidint* hypciactivity . decreased 
learninj! ability. |HH)r UK-oimition. 
iiK«»oidiiialion. deveh)pnK'nial iklays. 
siKkinji ami leedmj: dillicnlnes. ami ic- 
s|Miiisc inhilulUHi (Alxl el at l«)H^: 
Strcissputh ami Mailiu l*>K3: .Siit isseiiih 
|*;K.i). Animal studies are im|Minanl Un 
umlcrslamhnj: iIk' iK-havniral ami psyeln* 
lofiical c<mse(|iK iKcs ol |Hciialal alc<ilK»l 
cx|H»suic in humans ami hH ukMitilytii}: 
llic nmWilymi: ceiiiial !K'rv<His system *k:- 
Iccls. Alei»lM»l clhrls mi (be Naiii have 
been shown ui studies iil hilHHK:;Mupal 
changes (West cl al. I«>H4). decreased cer- 
ebellar wcigfii (IhKgt's and l ewis IVK?.). 
ifccTcascd total !>rain «vcigbt and 



Samson !*W)). ami !iuKtH»n:il deveh»p- 
iiR'ni <»r the aiidm)iy paihwjiv in the 
hr;onsteiii (I'cttigrcw and Mutclnnson 
IWl). 1'ie lindiiiiis ol la>Uir and vt»l- 
Iciigues (IWU siijigest that lepilaiion nl 
hornioiR' systems may als«» Ik- iiup;utc<l h\ 
pienatal alcohol exp«>sine and that some 
ol tlw alvrraiit behavioial ellccis :iss(ki 
ale<l with alcohol may Ix' horiihuially 
iiiedcated. 

(ieneial c«iiichisi<»iis tnmi the aniin.il ic 
seaicli on pienatal alcohol ellccis iiicUule 
the lunovMiig: (I) Hicic is a dose 
rcsixmsi- iel;»ti<»iiship IxiN^cen iIk- inarm 
mde ol the dose aiul the sevciitv ol the el 
lect (Ih»gt2an aiul KaiidaU l^^WU, il) 
behavioial ollects ate «»bseived at levels ol 
eK|M)sure hx) low t!» pHKhice lualloinu 
tnms and growth tklieiency (U«»}:j:aM and 
Ramlall I'mO. Alx'l et al I'^SM; ( ^) tlx- 
inning ol the ex|»«)sure is an imi^'Maju tai 
lor in llic ellccis pr<xhiced tSuhk I'W h. 
and (4) large individual ihllcicixcs cxiM 
in vulncrafiility lo damage Irom a given 
dose- ol alc<»h<»l (C heinoll l<>77: SwaiiK le 

ami Crumpjxker I*n7) 

Mic leiiiaiiKlei ol this p;i|vr will discuss 

Ihice iviKs ol alcolMil relate<l elici ts oit 

tlx- Ixhavior ami p^ iloiman c nt piena 

tally C)i|N)sed chikheti 

I I Ik-liavioial pi«)bleins «>l cluldieii with 

the Ictal alc<»lH»l svndKum-. 

I } Hcliavioral iH«>ldems <il < Inklieu ol al 

ciifxtlic uhHIkts. ines|xclivr ol the <hag 

m>sis i'AS: and 

I 1 Hehavioial <IevMtioiis in ilnhheii <»l 
iiKHkriatc f<» iK-avy drinknig motlwis 

llctmvNH-Ml »tMl IH-vthiinn'Utal 
Priihlcnis iif ( hililrtn with FclJil 
Akfihfit SyttdriHiie 

diildiiMi rccciviug a iliajMiosis ol leial 
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Figure 1. Common facial characteristics seen in children having the fetal alcohol 
syndrome. The characteristics on the left side are those most frequently seon in 
the feial alcohol syndrome. Those on the right side are less specific. Source: 
Little and Sireissguth 1982. "Alcohol. Pregnancy and the Fetal Alcohol 
Syndromo" Unit m Alcohot Use and !ts Medical Consequences: A 
Comprehensive Teaching Program for Biomedical Education Project Cork of 
Darimouih Medical School. This slide/teaching library unit is available from 
Milner Fenwick. Inc.. 2125 Greenspring Drive. Timonium. MD 21093). 
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;ila»lu»l syiulitniio li.ivc :i irilogy «l syi»p 
loius iiKliulini:: (I) j:i»>wni ilclicicncy iiiul 
iiiKTtKcplially; <2) tlysinnrphic cliaiacicr- 
ishCN (miiior physK;il aiioiiialiesj; and ( M 
ccmral Hcrvtnis n>s1ci)i (CNS) dysliinc- 
noil I heir mothers aie usually chronic al- 
eohtilics who were ahiising alcohol <hiring 
the piccii.iijcy i<*l.tru ii ami Smith l*>7K: 
Clarrcn l»>KI. I)cli;ieiie l^>77. Majewski 
|«)7X). In!iire I depicts the most Ireqiicnt 
lacial chaiacteristicN. I ij-nire 2 sIh>ws 

children with lelal alcoluil syndronu: 
(I AS) Mean delects tKCtir m .HMt) per- 
cent ol the patients with I- AS. 'Hie lie- 
tjuency i»l t»thei contreiiital nialli»rniatioiis 
IS elevated as well (('larren aiul Snulh 
l*J7S) 

I'lenatal alct>liol e)i|H»snre punhices a 
s|x:ctuiiii t>l ollspriiii! ellects. Iioni those 
that aie clinically (>hservable in the imli- 
vulnal child (such as I AS) to th*>.>c reqnir- 
III}! staiiMical studies «Mi j!ri>nps ol chil 
dicii III «>idci to cstahlisli tlic relationship 
between exposure an«l ellects. Children 
with a iliai!noMs nl tlw lull Iclal alcoh*»l 
syndrome, iisnally lx»rn to the iiM>Nt chron- 
ically alcoholic nuHheis. fall at tin: far end 
ol the e\|x»Mire coiiliiiunni. (Iiihlren txirn 
to alccihohc iiuHhers cai> have a range ol* 
alcohol relateil cllccts. Init imly llie imiM 
severely allccted are diagnosed * letal al- 
ci»Ih>I syiulroine.*" Ottiers are vanmisly 
called - partial Ictal alcohol symlroiiK." 
-mihl letal alcohol syntlrome/' ' pt*^^*^^*-' 



or pioh.ihly lct;il a!coht>! syndiome." or 
"leial alcohol elleets" depending the 
preilitcvtion ol the cJtaniinei. 

Most studies slu>\v dial there are ap 
prt>Aiiiiaiely tv^uc as many children called 
* inddly allccted * as "severely allected. " 
C'liiKlren wiili lci.'« akoliol syndrome arc 
the most severely ullecled. they are tlie 
iiiosi giowth diMicient. and most 
dysiiioiphic. and the most likely to ho 
iiientany letarded (Siieisspnth et al. 
l*)7K/»). (*liiUheii wiih only Mnne ol the 
cliariicteristics ol the leial alcohol syii- 
dtoiiie may have intellectoal tiiiKtion 
wtthni the noiiiial lainre However, they 
cm nuniilesi a variet> ol iiialadaplive l»e 
h.ivhMs iUHl inoic siihtic (*NS ellects. in 
ihidiiii: leainiiiy dis.ihihlies. sjvech and 
l.iiip.ii.t}:c pi*»l»leiiis. Iiy|vi:ictivity. ami 
allentiotial pu»lilems AillHHigh l-AS is 
well delincd. coiisnkrahle c<nilusioii pres- 
ently exists regaiding these "partial" el 
lects and nnire leNC.iich is occiJed in this 
area . 

CNS damage ass'iciatcil with fetal alco- 
hol syndrome is primarily ol prenatal im- 
set ami is niaoilest hy varying tkrgrees t>t 
iiKiiial* retardation Al birth, inlaiits with 
I AS arc olten treniidons. irrttalde. 
ovei reactive u» MHinds. aiHl have feetling 
rhlliculttes. Vhc lailnre to thrive arkl ilie 
weak suck, characteiistic nl many such in- 
fants, have iKcn tkscribed in detail by 
Van l>yke ;md colleagues (I9K2). Dtning 



mlancy. hypomnia (a comlunm of diinin 
isheo muscle tone) and »lelaye«l develop 
ment arc olten mHed. In the piescinHd 
years children with I AS <»llcn aie 
hyiK'Kicttve. inattentive, impulsive, tear 
less, ami <k;iiHniMrate |>tH>i iiioior luiKtion 
(Streissgnth ei al. l*)7K/») Neural iiibe de- 
tects (implying iniiuy to the enibiyo dur- 
ing early (*NS lorniation) have been iioieil 
in several eases (Clarreii l«WI; f iiedniaii 
1<>K2). In cases that have giiite to autopsy 
(Jones ami Smith 197 .V, Ma|ewski l«>Hl; 
Clarrcn et al. 1978; PeiHei et al. IW». 
diminislied brain jirowlh has been nolcd. 
as well as abnnrinaliiies ol brain 
dcvehipincnt. 

Mental hamlicaps are probably the iiu»st 
dehililatmg aspect ol letal .tk*»hol exptj- 
sure. AlthiHigh slow dcxclopmcnt aiul 
mental retardation have IreijuentI) Ken 
dc-sciilK'd as cii;iiaeteristics id I AS. si.md- 
ardi/cil tests have n»il always l»eeii 
cariieil mu in ilnucal studies hi an early 
reiHKl on 20 chihheii wiili I AS diagnoses 
ol varying dcgiees ol s^-veniy (Stieissginh 
et al. VnHh). the aveiaire IQ was 
lH>wever. wiile ihllercnccs *»!' intellectual 
lunction were manliest, will. I(.)'s laniMue 
trom Ifi to 105 (see liguie M. Ihiis. ii 
would not be ailvi sable \o make a linn 
prediction »>l iiK;in.*l u-iaulati*)n just Ik- 
cause an inlaiU luul a diaeiiosis ol l-AS. In 
the aloremeiilioneil stmls. seventN ol 
growth deliciency and dysiiu»ipluiloi!y 
weie sijinilicanth lelalcJ l(^. with the 
im>st severely allecte«l pahcnis jreiienlls 
having the lowcM UJ sc««cs Hie avei.iee 
U} ol vaiions samples «>1 |K-rs«»ns with 
l-AS will depcml on the j^ic at tesinig. ilu- 
kinds t>. tests admiiiiNiercd. i.iul the man 
iier in which the sample was obtained 
While retarded ment.d ilevelopmetu is 
well iec*>giii/eil as an iin|XHtaiU le.Uiiie ol 
l-AS. leceiU \\*>rk liom lleilm 
(Stemhausen et al m2it. 1*^X2/.) has le 
vcaled a wnk: s|K-ctiuni *il ilisoideis ili.ii 
si}*inlKaiitl\ di!leieiiUaie*l tinhheii wuli 
l-AS luMU a contml gmnp ol lunm.d chil 
dieii. incliidini! head and b-nK rtKking. 
ster<'ot« |vd lK-ha\m.s. s|K-cch ami hcaimr 
iiiipairnu-iit. chnusitiess. dilliculiy wuh 
peers, ami iiiaiia^etnent pu>l>lems. I his 
sUHly (iHic of tiK' lew with a matched con 
trol grtHip) alsi> ciHilirms the ;Kiivit>. eai- 
ing. sleeping, ami atteiitiiUial pr«»li1eiiis 
that have Njen tiescribcd ic|K-atedly ni 
case rep<»rts of children wuli I AS 

riic long-term intellectual outci>mc l*>r 
patients with l-AS has been ol some con- 
cern to us We have earned mit two small 
|olh>wiip stmlies i>f clulihcii who were 
reevahiatcil I to 4 years alter receiving a 
diagiMJsis of fetal alc<»liol symlHMiie 
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(SircisNt!«lh CI I'>7X</. Hiirby ci al. 
M)KI) til ihc lorincr sUidy. louiul ll»ai 
ihcsc paiicnis as a po\ip. diJ »"« ^1"'^' 
any roiiiarkabic chaiij!c i« IQ «>vcr liiuc. 
However, lour imiividuals showed consid- 
erable change in <Mie dircciioii or anoiher 
isco I'igure 4). 1bc small s;nnplc M/e 
(n= did i>oi pcmiii sysicuiaiic Cvanu 
nation of ciivironiticmal !iicu»rs associaied 
with large chanjies ni IQ seoies. aliiiouuli 
decreased liy|x*raeiivUy wiih incrcasmii 
;me may have pcrmiiiod a more valul icsi 
(if miellij!CiKC in sdmk cb.iUlrcu. Sivial 
aiul enuKimial miprovc;i>eni wrrc somc- 
innes apparcui even in the absence of 
clear IQcbanjies particnlatly wlien the liv- 
uig situation hinl inipioved. Our clinical 
sampit' incliHk d Iwo youiiji nurn who had 
been diagnosed as mentally retarded <im- 
km»wn etitdogy) as early as 2 years ol 
iige. Uitcr. al 2(1 ami 21 ycais. when tin: 
diagnosis ol I- AS was made. tl>cy hail l(> 
ol fi7 ami f)7. AhlnHigb tlicy arc wkriall:' 
engaging. llJcy have mastered only cle- 
iiKMital re;Kling ami writing skills. We an- 
ticipate that b*Hh will continue to inred 
siK'lteied coviiomm-nts. 

losub ct al. M*»KI) have alst> re|>ortcd 
on tlie hmg-lcnn lollo'.viip <»l three sih- 
Imgv wUh I AS The tw(» cldei Mblmgs 

8 Alcohol llcaiih and Research WorW 



had lO's in the mildly rciauied range in 
late adolescciwe. while the youngest le- 
mailed imKkrately retarded, losub's lind 
iiig is m keeping with our clinical impies- 
sion thai successive I AS chiKlren ol a 
given mother, will Ik- iiureasingly al- 
leged as King as the iiM»tlicr continues to 
abuse alcohol. Dehaene and colleagues 
(I9HII. in I raiK'C. have made the san»e 
«»bservation. 

In ani»tlier recent ic|Hiit ln^m our lab 
(Daiby et al. I*^KI). vve Iwuscd iMi the 
prognosis lor chiUhcn with a diagnosis ol 
I AS at biith or withui the liist lew 
iminths «il life. Out «>l a sample ol eight 
Mich mlaiits billowed Uh I.?» tob.S yeais. 
oidy oiie child (the «hh' wuIi the least si- 
verc physical chaiacteiistics ol I AS> hail 
an IQ viithin m>imal Imiits at lollowiip 
Ihus, childtc.^ wiK> aie diagm>sed with tiK: 
bill symhoiiH: at birth ap|Kaf lo W a 
griHip mosi at risk lor |mmh devehipuwnl. 
Anotlier short-term <mtc<ime stmly 
(Cmlilenetal. l<>K2l exanum-d I2childien 
with |K>ssiblc letal alcitliol cllccts diag- 
iHisi-d at birth Cases wcie asieitamcd 
trom im-dical rccor<ls n«Hnig maternal al 
naiol abuse ami (lom |>liysical exainina 
tion ol iIk» neonate ( ontioK wcie 
iiiatclK<l on geslatioiiiil age, si x, ami race 



('I hey we:e nol iiiaiched b»f smoking, 
mother s age. or paiity ) At 12 nuMitbs o! 
age. the iniants of alcohol abusing 
motliers weie signilKantly dcl.iNci! in 
plivsical gii>wth and in mental and mot*»r 
«lcveh>pnient in coiiipaiisoii with contiols 

Recently, we completed a loiip U im 
H) year loUowiip study (see storv iK-gm 
ning on page \ \) ol the lirst II diiKheii 
given a dhignosis ol I AS back m l«)/^ 
(Sneissgiith et al. WSa. Jours et al 
|*)73). Twool the chihhou ueio tU .ul and 
one was not h»cated I lie u iiiaminj' eight 
<t)t whom SIX wcie teeiiagcis) iem.nm*l 
growth ik iicicm loi hi igin ;>iul Un lic.ul 
iiuunileieiiie lb»wevei. the gnis tall ol 
whom had leaclK'd iiKiiaiche at l\w .ip|«it» 
piiatc age! wcie m» h»iiger giovvtb 
ilelic ient with ics|vct b» weight I his 
stiuly suggests that iIk pliyMcal in.uiilcst.i 
tions ol I AS in the piilKsiciit \kisoi\ may 
mtt iwcessarily imiiide giowth deluicmy 
lor weight. IIk: aiiolescent guN m this 
study were sluni ami oveiv\ciglit. v\hich 
changes IlKMr ovciall apivaiaiue a ginnl 
(leal Ikhu the thin, aliimst emaci.m »l. hH>k 
llic> olicn hati wIkmi vinnig We Kliesc 
,b.tl (his change m ;Mhpos<* tissue that 
i |i;uacieri/es soim- julolescent giils wiili 
I AS may bi- one lauoi that jH^umis h>r 
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Figure 3. lO in 20 children with tetal alcohol syndrome: A clinical sample (n 20). 
The figure shows the relationship between IQ scores and the severity of 
diagnosis. The more severe the diagnosis, the tower the 10 score and the more 
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Ihc iclalivcly siimII iiiiinl)cr ol adolescents 
wlui li,i\c been ulcnlihcil to date 

I oin «»1 tlicsi- iioiMiuil children with 
I AS weic cle.iih mentally liaiidic;ip|K'«l 
on loliovvtip. ItiiKtioning intellectually n) 
ilie hoidetlMK- to se verely -regarded range 
t.t inklliueiKr [IQ scoies ol 1\) to 57). 
Hu m- Unlilien ail were living in protected 
enviitinnie"i> and alteniling s|)ccial classes 
loi the leiartlcd T\\cy will always tiecil 
Jtctiercd cnvnimnicnts. Tliey nianilested 
l>*>or jud^^nieni. were indiscrinnnatcly 
tuciuUy. ami liad not changed much in IQ 
Mores ;Kros> nine. I ignre 5 shows one ol 
ihcso cinldrcn pluMographcil at four ditlcr- 
cut a}»es All ol these severely aUecled 
childien hail iKcn in excellent, stable fos- 
lei t»i adt>ptive huincs loi at least 5 years. 
Iwii had ncvci ltve<l wiMi their natural 
mtiihers. the other two had a histoty of 
iu-i.'le<.t aiul/«>i cinid abuse while living 
with iIk-ii altohohc tmithers. 'Hie degree 
i«i which oailv ailvcrse ciMKlitiims ciHitrih- 
lited u» then lalci intellectual hamlicaps 
i.UHiol Ik- «Ulciminetl However. eii\ir«»n- 
niciiud iinpfnvetnents were assotiated 
\viih lOitMilei.ihIc inspiovenk'nt in tlictr 
stH lai and eimiiioiial behavior llMUigh not 
Ml men inicHettual liinctioning. 

*llie leniaining tour original children 
with telal alc»»hi>l syndrtniie were 
luniu»«ing intellectually in the borderline- 
111 dnil noriiial range ol intelligence (10 
m W>» at the It) year toHowup. They sit- 
teiwleil tegular classes hut received special 
iciiieihal helj) and tutoring during the pri- 
mary schoi»l years and had olieii been kept 
back a year in school. SclHK»lwork was in- 
creasmgly dillicnft hy the linw tlicy 
leattieil middle scIuk)!, and scImk)! attend- 
aiK e was beci»nnng a problem lor the two 
living in the least sup|M»nive envir«>n- 
nicnts All i»l tliese Imir children hati 



learned tlie mechanics of reading aiul 
spolhng ami were lairly iude|vndent in 
ilaily hie, altluuivh at least two ap|Kar t<» 
be at risk for Mjcud ami eiiumonal 
pri»bleins. 

A continuing qnesiu>n in assessing re- 
tarded functioning in children with TAS 



has boon the ikgrcc to which Che mental 
impairment derives fn)iii prenatal eihanot 
expoiiure rather than to the unfavorable 
envtnminent cften pit)vi<tetl by the alco- 
holic mother who continues lo drink. 
While this issue cannot be rcsolval in all 
cases, «>mc children with I'AS have been 
raised vntircly in excellent foster and 
adoptive liomes and yet have continucil to 
be retarded (Strcissguth ct al. \91Hh\ 
Olegard ct al, IV79). FurtJiennorc, the <le- 
grec of mental retard ition in i»hier chil- 
dren with FAS seems to be miirc directly 
a reflection of the ehre)nicity u( the 
mother's alcoholism during pregnancy 
th^n of the caretaking cnviionnH:nt. 
(Streissguth ct al. 198^; Steiiihauscn 
I982<i, 19821^; Aronson ei al. 1981). 
Thus, when a diagnosis of fetal alcohol 
syndrome is made ai birth, the prognosis 
will remain guarded, at lea:«i through the 
early sehot:? years, panicularly in those 
children who are the nuist dysmorphic ami 
llw imisi growth dcluieiit. Close surveil- 
lance ol the needs ot Kuh iiuitlier and 
child Nhmild assure that the chilil has a be- 
nign environment in which to develop t*) 



Figure 4. IQ of children with the fetal alcohol syrKirome tested on two occasions. 
1 to 3 years apart. IQ scores from lest #1 are represented on the abscissa those 
trom test #2 are along the ordinate. Circled points represent changes of one 
standatd deviation or more for the tests given. Source: Streissguth et al. 1978a. 
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Flours 5. ChiW with fetai ateohol ayndrome at day 1. 8 '^^^s 4.5 years^^^ 
vMrrol ic» This chiW was diagnosed at birth (Jones and Scnith 1973) andhas 
SSS 2l&e i?Si foster ho^ where the quality of care has been very good^ 
hafre^iv^^^^^ types of remedial help, including corrective lenses and 
t^ar^JbcH^ w^^S special education programs. His has remamfed 
stat)le^40-45 a«J he has beerThyperactive and hyperdistraclaWe throughout 
childhood. Source: Streissguth et al. 1984c. 




Ihc best of his t>r her ibililics. 

In «Hir 10 year followup iif the ci|!hl 
(xigimil chiklrcn wilh jii I AS cliatiin^sis. 

l«mi:il thai Ihrct: oJ Wvl eight iiKilhcrs 
had died <if alc«h<>l rclalcd causes hcUtrc 



l?ic children cnicicd scIhh>I IIh: 'hrcc 
children h«Kii U> iIicm* iiH>llicrs wore 
auHHig tin: hnir imr.l >cvcicly IuimH 
ca|»$Kd cliildrcn in tiK- simly I hits. «nic 
can sec thai httth llic chihlicn and llicir 



nmlhcrs arc al risk when I AS is tliai* 
nosed in a ncwbcnn ih\ Ilic fHlKi haiitl. 
the carcuikiiig cnviionincnis ol even the 
mildly allcclcd ehildien shiniU! he laie 
lully imwiiHHcd. as llicse may Ik- ilie dti! 
dicn tor wlniin iIk- prognosis is Ih:sI il 
pri>|)rialc inlcrvcninms are avaibhie. 

Inlanis wilh l-AS and l Al- are al risk 
tor failure to thiive ainl tor sulleuii)i iieg 
led iK abuse wJkmi ll^y live in alcoholic 
cnvironmcnis l-iirtlKinioie. then ikhii 
sucking ahilily. nicdk;il pi«>blenis. and 
liypcracltviiy all may make ilieni diHicnh 
to manage. As lliey gel oldei. ihr miohi 
nation ol these childien s ;ilerl. icsiwhisivc 
inaniKr wult Iheii detuils in iiulrnienl and 
kaiiiing makes ii paiiunlaily dilluuli lot 
caretakers to set realiMic exj»eii:UHmN 
Strong sn|>|>ort systems are iiii|xHiaiil lor 
such lamilics. 

Wc usually li"d g'cai impinvcmenl in 
ciiMflional tkrvelopmeiii and MKial liuic 
lioning wlicn ehildien wilh IhiiIi lull and 
partial l*AS have siable and siipiMiriivf 
living arrangcmcnis tStieissguth ei al 
I97H/;; Aronson ei al. IVXI) linpioved 
behavior, winch olien «Kiiirs even m ilie 
absciKC of changes in MJ. shnnUl noi Ik- 
tgiHMcd simply because il is nmie dill u nit 
to measure and quaniily. Mk' needs ol ilie 
individual family may range Irom sup|Hiri 
and alcolH>lisin trcaiiiieni foi the iialnial 
iiHitlK-r til reiiMival ol iIk- child Irom a 
iK-glci'tiiig or alHising envnoiiinent. Snp- 
pt»n in iKhavimal nianageineni and aia- 
demic planning tor ihe caieiakeis is ;il 
iiKfsl always ncctled. wlKilK-r liK-y U- ihe 
natural parenis. natiiial relaiives. losiei 
p;ircnts. adoptive p;ireiiis. oi a single pai 
enl raising Ihc child ;ilone In inanajinig 
tlie individual child wuli I AS. rccoiii 
iiK-nd giving every opp«»itniiily on lull ile 
velopiitcnl of tlie child's p«»leiiiial 

itchavMin*! unci t>rvclopitictital 
IVohkni^i in Children of AlcolH»lic 
Motlicrs 

Noi all children ol aUolHilu iii<»llu rs 
have l-AS ami ikM all have <kvchipmeiH.i! 
Of behavioral |ir«ildeiiis Vcu lew Miidies 
Iwve iMlilresse.l the qiiestiiHi ol whal pio 
|Miition ol alcolndic mollieis li.ive i hildu ii 
with l-AS. I his niK stioii IS l oiiiplev Ik- 
taiise the aiiswei will *k|K iid on iiow s<- 
veicly alc«»lM.lic iIk- iiioiIhis aie and on 
elurai'lcristics that seem to |Hit souk- 
iiHrtlicrs al higlicr risk than «h1kms Ii>i liav 
iiig an allcclcd child II is also clear th;ii 
M«ne cliildicn of alcolwdic nM»<lHis have 
«krvclo|>iiH'iital ainl lvlM\i«Mal |>o»l»U iiis 
a|»arl Ihhi: iIk* im»iplM»logical ami uiowdi 
eliaiigcs asMKialcd with I AS In l*>M. 
two sliidics ol clnUhcii ol ali«ili«»lu 
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iitotlu'ls wrtc ic|v»rtcil. i»iK» from Uussui 
(Shiuyiiii) I*>71) aiu! one Iroiii Seattle 
CliiiK-s ct :il l*>7n Shiiiyjiiu ro|>*)i1oil on 
cliiWirn Ihmh to IH aliOlM)lu iMollicrs 
<i) Russia llu- l*> «»ttsiMinj' N)rii |>iior to 
ilic umtlu is* aK'<»liolistn <lis|)layc<l <1iM)r 
lU'i.y tlut were priinariiy **vegctaiivc, ciimi- 
liotuK and lvlia\ uMal. " with syiiiptoni on. 
Mt at ti» 10 years •>! ajie aiul syiH|>toiii 
teinissioi) with improve*! siH-ial circuiii- 
siaiia s Oil the o\Uci liaiuK many of tlic 
2.\ children who were lK)rn alter tlic 
niolhers became alcoholic had **priiround 
nnpairnients of* the CNS that were mani- 
lest catly m udancy." I miileen of tlwsc 
23 weie meaudiy retarded with coneomi- 
(aiit UKilhtrmaiions and charactislics ot 
I- AS. 

I he slud> l»y Jt»iies anti colleagues of 
iiltsptinp <ii ah-oh«»hc iDotlwrs nttli/ed 
ilata jraihcrcil l<»r die IVriiiatiil (*ollahi)ra- 
nvc Sintly ol the l<»riiier Niitii>nal Institute 
ol Nciin»U»uteal Diseases aiid lilimhiess. 
M cihoht iiiid eoiiliol iiH)thers were eare- 
lully m;itt lied on a varieiy ol factors that 
etjiild Ik' ci|h vtcil In iiithience ontctinic. 
These wcic si»Li<Kt.onoinie stains, race, 
iiiaternai ediic.UuHj. aj!e. parity, luarilal 
sianiv. and hospital o! biilh. However, the 
.iKidtolu niitihcis were severely chronic 
iiKoluiIies. and ht»th pnuips of mothers 
ucie iii»in Utw s«Hn»eeoiioinic levels and 
vvcie pitoily educateil Data weie gathered 
pros|K't tivciv in a "blind" reseaiih design 
(I e.. examiners and authors had no 
km»\\letli:e oi maleriial history at the time 
ihe iJaM were gatheied ) (\»mpared with 
.Mtspfinp ol 46 I iiDiroI nuHhers. oHspring 
ol 2^ alcoholic nii»tlK-rs had a higher rale 
o\ intaiii mortality (' 7 percent vs. 2 per- 
t tiin. a highc< iiKiileme ol grov.tli defi- 
cteiu >. and a highei proportion *>f retro 
sjHdivcly classihed I AS {^2 percent for 
ihis sample vs .0 percent). Intelligence 
testing at age 7 iiulieated that offspring of 
ilu- ihi»am. aUoholiis h;«l sigiiilieantly 
lowvf U) seou s than the control children 
tKl vs ^J^) I mtlH inmie. 14 |)ercent %>l tlic 
cliddun ol alci»holu mothers had IO*s be- 
It.w 7*) com|>aied wiili only 11 percent of 
ihc contFids As U) seines are also inllii- 
cneed by genetic lactors» these chikl IQ 
scores stHiuh! imH be generalized to all 
children ol alcoholic uMithcrs, as Ihis was 
a NClret grinip. However^ this study ptiinfs 
up tlie mkleil impact ol prenatal alcoh*il 
cxiMisiire u|»on chihlrcn wIh> are already at 
nsk. Acaileiiiie liinctioning (reading. 
s|H'lliiig. and arithmetic scores) were also 
sigmliiantly h>wer than fwirmal for the 
children ol alcoholic iwUlicrs in lhi!i 
stikly 

A recent iipilate by AroiiMW aiul col- 



leagues <I*)XI) ot an earlier study 
tOlegard V>V» presents data from a retro- 
spective stu««y of <W children bi>rn to 30 
alc*>luilie imHliers. (Nmipared to exivcted 
norms, tliey liMind a S-lold iiK rease in hiw 
birth weights* a 10 lohl increase in inlaiits 
ealletl ^ sniiill" lor gestatimial age at tleliv- 
eiy, anil twice tlie iiuiiilKr ol preterm de 
hveries. In leniis of CNS dvsfunetion. 35 
percent had NKderline mental retardalion 
(IQs of 70 to K5); 1.1 percent had mild to 
severe mental retardation (IQ below 70); 
50 percent had syinptoiiis of brain dam- 
age; and 50 percent had psychoMKial 
jHobleins. r.arly placement and conlinncd 
residence in single foster homes did not 
significantly affect intelligence or symp- 
toms of brain damage but did result in 
reihicing the freijiiency of psychoMKial 
syiiip<onis. A subset of tlK*se children of 
alcoh<dics c<mi|)ared with a well matched 
control grmii) had sigmlieantly lower IQ 
scores and perce|mial ajie. impaired iiMMor 
hinctitMK and persistent i?iowth deli- 
cieiKy Two lecenl piiblicatiims Irom this 
gionp Miinniari/e their liiidings on a 
sample i4 103 offspring ol these 30 alco- 
holic motliers. Aroiison and colleagues 
(n>K5) discuss the perceptual and 
behavioral *>utconies; Kylleriiwn and col- 
leagues (l*>K5) discuss their growth and 
motor pcrlormance. 

Ixaniing disabilities in children with 
normal \Q have been reported in one clini- 
cal study «>f children of alcoliolic nHrthers 
(Shaywit/. et al. 1*>K0). Delays in onset of 
speech have also been re|v>rted clinically 
(Shaywit/ et al. 1^81). hi general, the 
area of lan^iuage proldenis in children ol 
alcoholic nH)tliers has mH been well stud- 
ied. It IS tHH clear at this |»oint whellier t»ie 
i>bserved delays are sini|>ly related to die 
childreiis' developmental ilelay and intel- 
lectual hamlicap or to s|H:eilic language 
disabilities, l urtlier research is needed m 
this aiea. 

Matewski ami colleagues (l«>7K) in 
C«.Mii>auy» ic|MHting on children biwn to a 
lari?e niiinlKr ol alcohtdic tiMHiiers. fouml 
tliat the prinH)rti<Hi of chililren with "letal 
cmbynipathy*' Ctlic descriptive term 
prclcfTcd by Maiewski) was related to the 
chrtmicity of tlie mothers* alcoholism. 
•ITins. in twitlwrs with the iiKWit advanced 
atid chronic alcoholism. 43 percent of tlic 
offsprmg had fetal en»l>ryopalhy. F(K 
wtHiion whose alcoholism was in the "cril- 
ical" pliasc (according to tlic Jellinck cri- 
teria for diagnosis), the rate of fetal 
embryopathy was 20 percent. An unpub- 
listied study from our clinic, on M) chil- 
dren of recovered alcolmlie wcHncn wh<> 
were drinking during pregnancy, suggests 



that iIk: proportion of children with I AS 
may be hiwer Ihiiii this in s<ime groups oi 
alcohidic mothers. In »Hir Seattle sjimide* 
iIh: women were nut only recovered alco- 
Indies but were nK>slly well educated ami 
Inmi midtlle-class hackgioiiiids. Ihe 
samples described by Jones. Majewski* 
ami Dehaenc were imislly unemployed, 
piK»rly educated* and al high nsk on many 
other variables* l-actors ass<Ki;'ted with 
iiKlividual v»dncr;:bility to aleoiud have 
iK)t been thoroughly studied. 

ITins. it may >fcell be that tlie prevalence 
of l-AS among alcohidic women dep«;nds 
on a variety of other risk factors that are 
only now being identified. Such variables 
may inclutte racial and genetic factors. 
Certainly, it is clear that tlie vulnerability 
of the fetus is one imptmanl factor. Cases 
ot fraternal twins (Christti'fel and 
Salaisky l*>75; and unpublished tases 
IrtMn <Hir own clinical tibservations) have 
shown that twins can Ik dillerentially 
atfccted. 

S<mK' studies have suggesied that the 
prevalcMce of I AS is relatively higher 
aimmg certain groups of alcoholic women 
such as the p<K>r and nonwhites. Tlie ex- 
toHt to which this apparent relationship is 
inlluenced by other related factors such as 
p<K>r nutrition, use of otiicr drugs, or to 
differences in actual drinking paticms b;.s 
not been clarified, l-arger studies <d uMue 
diverge groups of alcoht>lic nuKliers will 
be needed to answer these questions. In 
addition to the risk of I AS and fetal alcnv 
hol effects, it should be kept in miml that 
the alc<4M»lic family environment may 
jeowrdizc optimal offspnng development 
in other ways. Several reviews (e<- 
Gucbaly and Offord l*)7*); McKenna ami 
Pickens 1981) of bchavi<>ral problems in 
children ol alcoholics cihkIihIc, in gen- 
eral, that such ehiWirn are tlieniselves at 
risk for alcoholism, accidental deaths, and 
piKir scIkhiI ami jt* performance liievita- 
Idy, e;Kli chikl's »lcvch>po»cntal i»uic*>osc 
represents an iiitcraitioii Inrtween his or 
lier genetic p<itential, prenaial expt>sure, 
and p«istnatal experience. 



HdiaviMiil and ncvclopmtntal 
Pnibkms Hi Chlldmi of Moderate, to 
licavy*l)riiikiii|e Motfcm 

Women whc» ciwsumc mtKlerate to 
heavy levels of alct*id during pregnancy 
have an increased risk ol ailvcrse preg- 
nancy oofonws. depending on dtise ami 
timing of exptjsurc and on imiivklual sen- 
sitivity fachws. Vhc related studies are 
usually large-scale cpidemioli»|iic stmlie:: 
in which mmdc of the coofounding vana- 
bles can be statistically adjusted to assess 
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suUlc effects. Most such siudios h:ivc ex- 
amined iHiiciMiic variables lhal aic easily 
cthtainahle friMii iHwpilal rceorcls such as 
birth weighl, birth length, head circumfer- 
ciicc, gestational age, nnKbidiiy. and iiK>r- 
tality. JScvcral studies indicate lb;it nrnKJcr- 
ate to heavy drinking during pregnancy 
increases the risk ol decreased birth-si/e 
parameters and increases the risk of spiw- 
taiH:ous abcKtions aiKl stillbirths, altht^ugh 
not all studies sh<iw signilteAnt effects on 
all variables. Reviews t>f these studies arc 
available elsewhere (Little et al. IVH2; 
Strcissguth and Little I9K5). 

Bella vionil outcome stutlies i)f mtKicrate 
prenatal alcolK)! exposure have been less 
frequently carried out because it is diUi- 
cult to use behavioral tHitcinnes with 
larger groups of in 1 ants and children. 
However, several investigators have stud- 
ied !iewbt>m infants in rclatiim to prenatal 
alcohiil exposure. Ouclleite and Rtisctt 
lound sigiiilicaiitly increased iiialUmmi- 
tions. jitterincss. weak sucking, and ah- 
iH»riiial 'ileep patterns (Oucllctte cl al. 
Vni: Kosett ct ;»l. 1^7^). Alcoh*)l rciatcd 
distmbance in sleep wake patterns over 
ilie lirsi lew iiitmtlis ol lile have recently 
bed) fe|H)rlcU in a new sample of children 
(l-andesnian-Dwycr et al. I9H3). 

Ihc Seattle longitudinal stmly has re- 
ported a variety of neonatal cHects .signifi- 
caiJtlv rchited to increascil alcohol use 
even when adjusting lor otiicr risk factors 
such as maternal MiK)king. caffeine use. 
parity, maternal education. ;md nutrition 
wliich have been summarized elsewhere 
(Strcissguth ct al. m\ \ Strcissguth ct al. 
l9H4c). Ihc aUc»hol-relatcd «Hitcomcs 
have included (I) slt)W liahituation to re- 
dumlaiit stinnilation assessed with tlic 
Brazclton scale (Streissputh et al. 1983); 
(2) weak sucking and longer latency to 
lirst suck, ine isurcd with a pres.surc 
tranduscer (Martin et al. 1979); (3) lower 
Apgar M i»fes. gieatcr ik:ciI lor ventilatory 
rcMiscitatKHi and nH)rc heart rate 
ahm>nualitics (Strcissguth ct al. I9K2); 
aiui (4) increases in trenKMrs. hand-to- 
UMHJth ;Ktivity. Iiciid turns ti» Icit, and 
inmalcrt wake state, as well as decreases 
II) vigortMis Nniily activity (Undcsmau- 



Dwyer cl al. 1978). 

Neonatal operant leart>iiig was sigmli- 
caiitly decreased in tiflspiing wIkisc 
iiKHhers were both Iwavy «lriiikers and 
bciivy siiH)kers (Martin cl al. 1977). liven 
at K nMMiths of age. children «)f heavier * 
drinkers had small but statistically signili- 
cant tiecrements in mental and iitotor <k: 
velopuKMit (Strcissguth et al. I98t)) llioy 
also had continued decrements in height, 
weight, and Iwad circuiiifereiKe at 
K-immths (even alter ;idjusting for many 
cMhcr iKrtiiKnt variables) logetlicr. Uu nc 
behavioral stutlies suggest that maternal 
alct>lH)l cH>nsmii|>ti<Hi during prcgiiam) 's 
related to liigiKT risk ol subtle ( NS dys- 
fuiKtitm in exposed otlspriiig. 1 Ik- prcs 
ence ol s*>me iiHMsurablc adverse cllei ts 
even prior to lH)spital discharge sugKCslN 
that tlKse C'NS cflects are of picii.ital <»r!- 
giii. l urtljcrimHC, im)st «)f these studies 
have ailjustcd statistically lor iii>|H>itanl 
covariates such as maternal snwkiiig, par- 
ity, and education. 

I'vcn Icwcr studies ol tlie loiig-tcrni 
hcliavioial seqwiae ol nMKlciaic prenatal 
cxjKisure ate available A ic|H»rt lioni 
Cieniiany (Mau I9WI) has diKUimMitcd im> 
alct»liol rclated decrcnKiU. in develop- 
mental landmarks, neurological devclop- 
nwnl. or iiiallornmtKms. AIcoIh»I use was 
primarily dclincd as "dunks a little cvct> 
day"; no standardized iK'ur«)U»gicaI or psy- 
clH»hvjcal tests were used; devcU)pnicntal 
data were derived from maternal diaries; 
statistical analysis was by chi squarc. It 
seems unlikely that subtle long-term el- 
feels would be observed using such jint ^ 
tiK'asuies. Two separaie Uniger-term 
ft)|lowup studies ol 4 year old children 
whose nuHliers were primarily inoJcfatc 
drinkers (l^mlesnwii-Dwyer et al. I97H; 
Streivsguth el al. l9S4/») have slH>wn sta- 
tistically significant alcohol rclatitl decre- 
ineiits 111 attention assessed in dillerenl 
ly|vs of empirical sihiatioiis alter statiMic- 
ally ailjustiiig lor a variety ol'piHcntially 
ctHifoundnig variables One study 
(Streissgnlh el al. I9K4/M has also sUiwn 
signilicaiil alcH>lHd i elated tkcieineiits i:i 
rcactiiHi time. Ihc im|iortaiKe ol tiK'se 
suUle atteiiluMial vaiialMHis in 4-year-old 



chihlreii lies in tlHMr piesunied association 
with later CNS luiiciioii ami in icriiis <il 
tlur implications lor later leainiiig ami 
attentifMial delicits in m,Ihm>K l r«>in a later 
followup evaluati<Hi ol tlie saiiR* children 
alet>lK)l iclateu ellccts on atlentioii and re- 
action time arc still observable ai 7 years 
of age (.Strcissguth ct al. I9KS//I 

hi evaluating tlie ellccts ol picnatal al 
ei>liul ex|>osurc. one sImmiUI keep in mind 
that the assessment ol ex|>*»suu- in hiimans 
is ini|HCCisc and derived by averaging 
sclf-rc|>«»rts of woiik'h whose individual 
patterns of coiisuiiipiion vary c«>iisi<UMably 
troiii woman to woman ami Ironi week to 
week I bus. any rclcrciuc to "onntes ix i 
day" slMUild Ik* c«>iisUUc«I as «»nly » lou^h 
estimate. In rcviewmj; ilio iK'liaMoial cl 
feels of iiHKk:iate l«» heavy picn.ual ako 
hoi exposure, we have conchulc<I else 
wlicre (Strcissguth cl al I9K4* ) that the 
elfeets are gem-rally dose lelalnl Hie 
magnitude of the cHcci ami the sI);)|k- and 
inagnitnde ol iU»st- resj>»»nsc disinbu 
tUMi ap|Kar to be a linKli<»i) «»l th<- oui 
lome measmed ami the age ol iIk assess 
iiK*m. Increased risk ol clinical 
abnoniiality in the mdivulual child at 4 
years t>f age seems to *K-cur al ai<»iiiid 2 «»/ 
or UKirc ol absolute alct>l«>l |»ci day during 
pregnancy (Streissgnlh el a I I9K4( ). 
However, for tlni iiwrc sut)llc Ivliavitns 
such as alientional delicits and slow reac- 
tion tiiiK, wlieic group ellccts are ob 
served, a nnnHHonic sIoik is prediclc<l. 
suggesting that tlie greater iIk- cx(>»>sure. 
iIk: greater the el led. I I 



77ir\ research >r#i.t ortf^itutUv imhhshrti iii 
SjHtnish hx tUf Vttl^rttnJr I ouudutum 
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Behavior and learning dijficuldes in children of 
normal intelligence horn to alcoholic mothers 



i iMwn rcfvrral to the UanuuK ^lu^nlcrs Unif of the YolcNew //mvir iln.spiu.l un. craM for 

„ l„uon ofnum rnol lu'ovv .irotk.nK ^unn^^ Vnpuinrv. Ur It /km . ami four ^,r/v ran^nl in Of^C from 

io /A", MV/r. Ihrth unKhi^ raOK^ul from LSSO io .UHOk^o. nuuhan ucij^hl 2.2l.i K'" All f^rowih 
„.v.w,nvmviM .crc affc. inl. h.uulau iunfi rcm e <M, < U'uth ,H.ccnnU, Uai^hf < tenth prrrrntilc. 
nnyhi 7^:^ <■ nu-ntv fifth pcnmtilv Ihv chhlnn hu<l a umnmuun of JiMUorphr fv.ituns of ! AS. 
uit'h uu imri w rrhtmushr ooial hr.^rcH o^C of preumoinm «m/ mtvuMtv of dvuuo»phiV fnuurcs. All 
luul o^tclh^nur u, the mrm^r n,„.,r (/C> lo IIM. xri cyrvr^cmd prruucnt m o.h ouc failure, h. 
mhhiion. oil dmral prohlam of m uuty and attcntum rcj^ulaoon. Our results yu^^f^cU o nmtuwum of 
,rui;oKcmc cjfri ts ofahoool on the CNS Alcohol csposurc io utcro may /h' on anportani. prwcntohie 
Ji'Wrmmant of annitum tlvjtnt sx mlromcs m t hihlhoinl. 

Sillly K. Shaywitz, M,l).,* IhnvM J. Cohen, M.Dm ainl 
BeiiiieCt A. ShaywU/, M.l>., New Uaxeiu Conn. 



A I iiMtAi iiRisiK ( i.usii K oncalurcscoiisiiliucs 
the svniptoni complex termed the iVtal ala)lu)l syn- 
iliciiic' ' C ore coniiX)ncnls of TAS center on indications 
«)! (I) pjc- and iHWtnatal prt)wtli deliciency. (2) dysmor- 
pht»[;cncMs nianilest prunaiily as short palpebral fissures. 
!>ypoplastiL philtriim. thinned upper vciinilion, and mid- 
facial hypoplasia. (3) central ncrvtnis system dysfunction 
picseniinji as mental delkicncy of varying degrees tif 
severity. Of these, mental retardation has Ixrcii considered 
tt. he the most disabling and consistent sequela of prenatal 
cxpiisurc to alcohol/ and FAS is now the third mt>sl 
ticipient disorder in which retardation is a component.^ 
I bus. despite over lit) rcjwrts of FAS in the literature, 
only rarely has a child been described as having normal 

I too} the DcpartmrMx tif Miatnc^. Srnnthjiw 
f»xuhiatrv, ami The Yale Child Studv Crntrr. Yah 
Urtivrnitx St htHil of Mrdu inr 
Siippi^rtvd in port hi Grants from tht Natmnal 
Inuiiutt^ ofllculth NS l2.iS4, A A « ^>W. Mr 
Suintwn nmiuhiiion, Chnitid Cfnivr Onmt f KK- 
tKH:^l Ihv Satioital Omnrtl on Ahoholnm iirant 
ami thr htfntol lUuitth ChnHal Hvsrarch Crnlvr No 

I nn Mih Uiv29 

-Hirou rnWrri* I runtmK />*»-.frM Vmi IWpiHmHm of 
P,Jut»$i%. ,UU,iA#f St. AVh llmrn. < I ♦'^WO 



intcIHgcncc, and of the 126 that have received siandiud- 
i7.ed testing. R^'^^ scored beUiw IQ 70. Wc are awaic of 
<mly live children with I AS whti have achieved a scoic in 
the normal range, and only two of these reccivcil an ii) 
above 96.*^ ' 



AhhrcviaSKMis tiu-d 

I AS: fci:d alcohol wmlionu- 

CNS: icimal ncr%«M»s svMiiu 



On the other hand, our own clinical e\)KUcncc w a 
learning distirders unit, as well as other reptMis. UMh 
human" and animal.' suggest that |Kiliaps iu<hc subtle 
manifcstaticms t»f CNS dysfunction in the Umw of beliav- 
ioral and learning dinicullies might be sigmllcnu \u:\ 
frc<|ucntly ovcrhHiked problems in childieu c\p««sca lo 
clhanol in utcro. To explore this |>ossibility. ue esaiumal 
a group of children referred for schixil dilhcnhics U»r 
indications «)f prenatal ex|x>sure to alcohol. In this rep«m, 
wc describe the growth, morphogcnic features, ctigiiiitvc 
function, and scIukiI performance in such a cohort of 
learning-disabled children of normal intelligence lK>rn lo 
heavy-drinking wtimcn. Our fiiulings suggest that chil 
dren born Xo alcoholic mothers should be folh»wcd care- 
fully through the early Sihtml years Un the possihilitv of 
learning diniciiltics. and conversely that children espcri 
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cnt ing scIhkiI niiliirc shoiiia be cvaliiaicd ft»r intlicaliims 
of prciwlal cxpoNurc to cUian*>l. 

METIIOOS 

Sclccli«n «f jwittiplc. AH children referred u> the Learn- 
ing l)iM>rders Unit of ihe Yale New Haven Hospital 
bciucen SeplemlH:r, 1977. and Jnne. 197K. were invcsli- 
jtaled Iff Insloncal and clinical evidence o\ I* AS We were 
able lo ulenlilv 1^ cinldren from a loial p<.pnlaiion of K7 
youngsters wliosc mothers had a history cf alcoholism at 
the time of pregnancy. I wo oi the children were cvalnatcd 
bccan'ic thev were siblings f»f other patients in our study. 
The II hi»\s .intl Unii girls ranged in age frt)m 6''; to W^i 
vr.iis Dcii iiMm.itum ol maternal ah ohtOism dmingpreg- 
u.incv \^.is based either on rep«irts by parents or on data 
obtanied frtuii medical or s<Kial agency records. The 
JuKlrcn wcic bi.in to ten nu^tliers. 6(r.V.of whom had died 
(2) iM were curiently lu>sp»tali/ed (4) ior disorders related 
U. ilu ir iUt»holtsin Of the ei^ht hvmg luntbers. live were 
tliviuced I ive of the children were sharing a home with 
iheir iiamral mothers, bnt two of thc-se were presently in 
ihc care of surrogates while their mothers were undergt>- 
ing ht»spitah/aiion (cme loi varices, (me for detoxilica- 
liiin). 

AH bill nnc cif the children were while and lived m 
privaie subuiban htuncs. She was our only paiteni who 
came from a welfare family and ft>r whom the father's 
whereal>outs was unknown Ihe remainder of our 
patients' fathers were all employed. I heir iKCupations 
ranged Irom s;ilesmen and self.empli>ycd busuKssmen lo 
mitldlc- aiu! upper-level executives. 

nwu"«^<H- t-vaUiali«n. In each child an extensive histcn 
ry ctmcerning perinatal factors, family history, birth. 
dcvcUipmenl. and behavior was imli.tliy t»biamcd. An 
cxammatitm was performeil by one i>f us (S li S ) 
assessing grtivuh. morphogenesis, ami central nervous 
sysieiu luncticm. and iiichided lH»lh a geneial neuroU>gic 
evaluation ami neuromatiiratumal assessment, (.ogninve 
function was assessed by standardized, age-appropriatc 
individual intelligence tesis. In one inslance, the Stanford- 
Binel lorm l.-M scored with 1972 m>rms was admints- 
tcred; another chiW was given Ihe Wechsler Pre-Schcxil 
and Priinaiy Scale t>f Intelligence Ihe Wechsler lutelh- 
gence Scale for C hiWieii was ailministcred \o oiber 
children ages (> lo 16; children i»ver K> received the 
Wechsler Ailull liitelhgence S^ale l ach child s vcIuk>I 
reci>rd. mchubitg class placement, need for special ser- 
vues. teachers i»bservations. and results of any staiulard- 
i/cil intelkitiial or achievement testing. wOs obtained and 
rcvic-wi d Mmt cliihlren had uudcf K*Mie lecenl (within the 
p;,M 12 mtniihs) psychometric testmg as part of the 
referral piot ess lor special educational servK-e*. If more 
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T«hlc. Morphoh)gic and psychologic characteristics in 15 
children with the expanded fetal alcohol syndrome 



Numi*€r affvi led 



i kowih deficiency 
Piciiaial(<2»5<)0 gm) 
t»osinatal 
Height* 

- l-tfih pcreemilc 

I weniy-lilih pcietniilc 
Weight* 

< Mfth pcreemilc 

Twenty-fifth percentile 
Head eircnimfereneet 
« Tcmh percentile 
Iwcniy hfth pcKcnhlc 
I aeial stigmata^ 
Short palpcbrni fivsiiresS 
AsMKiatcd fmdingsjl 
J(»hit an(im»llc^ 
Hearing Itiss 
Kcnal Hnouuitics 
C ardiac anomalies 
Iniellcctual abiliiy 

t(^ 86-95 
10-%. 1 13 
X - 9H.2 



10 



7 
6 

4 

7 

9 

5 
IS 
13 

7 
5 
I 
I 

I 
.S 
9 



♦lljsi.l cm Nt llS (iruwth ( I»ari4. I*>7/. 
^ll.iM. tl on t jinicr 

t . I*u pfuniinenl ttyviiorphtc kawrei-^h.wl ,ip.|«rfKtJ nn>c. h)p,.p1..^ 
IK philumii. hrujU nasjl rtwt. ihmnetl upper vernnJwn, rcUiivc p.ogiu 
ihu in «Ji»IcM.-ciKC. cpKanihjl l»4*J%. hyp«>pt;ivuc nuMlla 

IllJjwd tJfl CXtircfl »fld SoiMb • 



liian ime test was available for any patient, the most 
recent score was itsed. 1 hi.se patients reipiiring ailditii>n.d 
testing were seen at Yale New Haven Hospital by one of 
us or associates in the depaitmeuts of pediatrics ami 
l>sychiatry. 

RESULTS (TABLF) 
(Growth. 

rrcmiUit. Birth weights of the children ranged from 
|.5Kn to ^.150 gni. with a median weight 2.213 cm and 
iwo thirds of the patients undci 2..MK» gm One patient, 
bn Ih wtright 2.tU > gin. was estimated to be 34 lo 36 weeks- 
gestation; all other patients were consklercd term aco.ul 
iiig to piircnt report or hospital rec«>rds. 

Po^tmmi l»i>stnalal growth characteristics of our p«>pu 
lalion arc shown in the I able; our cohort had a substan- 
tial reduction in Uidy weight, height, and Ivead eircumfcr 
cnee " Cranial growth was markedly aOettcd. with 
thiee children (2^) below the third peueulile and 
another six berwecn Ihe third and tenth percentiles Hu ie 
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l iKiiif. P;iliciii uith ilic cxpaiulci! fct;il alaihul symlnmic. Note 
Jhc sImmI |»jlpcl>ial lisMiics. nmlfacia! hy|>t»|>I:tsia. hwicascd 
thslaiur ln«n» ihc nasal lip U> ll>c verniillutii houlcr anil fchnivc 
prt ij.Mi.il liiMn. 



w;isoiir iliiUl al. hill luuic alntvc. Mic lilliclli pciicntik* loi 
.ific. lUiulii u;is similarly anaUil: 7/ IS (47'.;) ol t>iii 
p.ittrntN will bclttNv llu* lillli pcrconiik- loi ai»o. Jiiul 
anotlirr 'Ur, a( iti IkIow iIk* iwciiU litth piKcntiU*. I wo 
patiriiis. holli i>f N\lu>in wric ainoii|i Ihc U>wci-hiitli 
wcijilil iiilains. vvcic now appioaiiiinj: the lilticili pi rccnl- 
ilc An uiih hcai! cirtiimrcKncc. ihcic wnc in> chiUlrcn 
al>ovc the lillKih pcrcciiiilc lor age. Wcijihi was Icasi 
alliclrtl. hiH Ihc ihsiribulion was siill skewid lowaiil 
Uiwci wcii'hls. with 27';; ol tnir patkiit* iH-hnv ihc lillh 
pciiciiiilr anil an jiildithmal 47'a al (»r boh>w ilic twciiiy< 
lillh pcKCiuiic 

Anomaliis. Ihc paiicnis had nnolvcnuni in all inajoi 
anas kjumn l«» he asstKialcd wiih I AS and horc an 
iininisiakahic hkciicss ( I iginc) lo oihcis- dr ciihcd in Ilic 
hliialiiic. Ihc) nniloiinly dcinoiislralcd al Icasl |wi> 
piiMiiiiKnl d\sinorphic latial fcainiis ol IAS: small 
p.ilpvhial hssnjcs" were loiiiid in 7.V.; oi ihe chihhen 
Assiiiialcil hmhnt^s hirhided laniplo- oi dinodaclylv 
(seven palieiHsj and a mild londnclivc lieaimji h)ss (live 
patienls). Sinjilo insl;inecs of lenal and cardiac dclecis 
were alMi nokd. AUliongh olhcr ehildrcn in ihc cohoil of 
K? had sonic minor anomalies (lui^li arclud palaic. low 
\el eais. sinjtic palmar crease) in no case did ihcy 
deiiiiMisiiaic Ihc c«msicllalion ol sHjiniala i haiaclviislic ol 
ihildicii !»oMi lo alcoholic tnollicis 



(ViitrttI ncrxiiis system. Wiih the exccpnoii o! mild 
hy|»lonia in six of ihc palicnls. liassie ncniohijMc cxaint 
nation was iiniomarkahle. I-valiialion Tor ihe picsemc o! 
signs t^r neiiionialuiaiional iiicpdaiiiies C mjH signs") 
revealed four p;(licnis wiih mixed eye-hand dominance 
and iwo wiih ambidexlcrily. In older palicnls (ovei U 
years) pcrsislence of assiKialed symnieiric and asyninici- 
ric move me Ills were seen. A I all ages, ilie palicnls had 
indieaiions of vaiying degiecs of line nioloi tlyslniuiion 
involving rmgei-Minmh lesling. ( oinpiiled loinogiapln ol 
Ihe hiain was pei!'ornied in live palicnls and Ihc lesnlis 
were normal. 

Intellectual functimimu. Inielligcnce icsiing indicaied a 
mean lull :.cale IQ or<>R.2. wiih scores <angiiig Iniwccn X2 
lo 113. Ilnis, Ihe overall range o! perloimaiuc ol Our 
palicnls (cptcsents ihc eniire spcilinni ol aveiare iiilclh- 
gence.'* 'Iheic was an equal division aiin>iig Ihc ihihhcii 
who obtained sii|Krior seoics in cilhcr ihc seibal oi 
performance scales. Similaily. when signilicanl discicpan- 
ey (13 poinls or more) iKcnrrcd heiween veilial and 
IKrfoiinancc IQ. each siibiesi gioiip was e»pially icpic 
senlcd at each cMicme. Of paiiicniar inteicsi was die 
subicsi prollle with highest scores mosi freipienily i elud- 
ed in siniihi lilies, compieliension. objcci assembly, and 
block design, whieh was in cimliasl to a depicsNcd 
peiformaiice on the coding, ariihmeiic. digu span, and 
inrormaiioii subtests. A single child was gi\cn the Si.m- 
foid liinei and achieved an M) o! H6. 

Signilicani ielain>iiships invobing age ami lO (Spiai- 
man's rlio ^ 0.47 /' • (».()5). and an inverse icIaUonsUip 
(iho « 0.58 /' • 0.025) between age and inoiplmlogu 
stigmata weie noted. A possible inter pi ciaiion loi this 
rmdiiig is simpis that the oUler children ni our cohori 
presented themselves to iis at a hiiev age because ihcv 
were less severelv alVecled. We ilid !ioi note the ptJsiinv 
coirelalioii heiween height and l<,> (ihi» = 0 ^> /' <Ml 
rep<»ned by Slieissgnih el al.'* 

School fiinctioninu. ( onimoti to all chililicii was die 
early experience ol \chiH>l laiiiiic. llypeiacliMiv was 
described in all bill <»ne of the patients* sclnu>l iect»iilN .Six 
had a hislory of licaiincnt with oi wcie eiiricniK kvcimuu 
stimulant medication Inabihiy ti» function \Nilln>in inicn- 
sive one-lO'cme t>i small group inNlriiciioii. shoil aiteniion 
span and disltaclabililv were shared by the palienl pt»pii- 
laitim iiiiifornily. (*4>niinents such as "behind cvei since 
be entered scIi«h»I.'* **aii ilch," "caimol sit still, easily 
dislraeled/' "never coiicenlrates unless directly sii|H:rviscd 
by a teacher/' "seems to have the skills yci is lun Icariiinji ' 
were noted in all of these cliiKlren's iccords. I he seventy 
of schiKd dillicullies was relleelcd in the oaiU releiral for 
special education services: l.^ of our patients received 
siieli ivcomincmlaiions h\ the liist grade and all wcie 
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rcco.«n.cn.lcO for special services the ll.ird eui\c. 
Eleven <.f Use children had been reiained lor at least one 
year but were siill experiencing scIuk.1 failure and thus 
were subscqueiuly referred lor special cdnc:<li..nal ass.s- 
lame Of the 13 children still in sch.M.l. seven require 
full-time special class placement, while four are in reguhir 
daises with the additional support of learnine disability 
tutors. Two children attend regular class one child who 
has been referred lor special educatii.ii ser%ices and is 
awaiting class placement and another child who continues 
to experience scIuh.I dillicnlties in his regular class- 
riHim 
|)IS< USSION 

..\lil-..Mi5!h the deleierious clVccis of maternal alcholisin 
have been suspcclcO since aniiMuily. the coiuepi of feial 
.,lL..h..l syndrome had its origins only wilhin ihc last 
Jcv.ule. i.cf.nnmg with the work i.f I cmoine et al' and 
K. Ihc attcniu.ii ol uiosi pc.liatricians in this 
cour.trN with the *oik of lHlcnland^ and of Jones and 
;,vv,.ci.ncs.- Our report dillers fiom previous tontribiitioiis 
|,N c.u|.hasi/:i.f thai subtle cci.tial nervous system iinpair- 
,„-,i.t ui the form ol behavioral and learniiig deficits may 
,K. ni It. duldiou of normal iiitelligcm e Ix.rii to alcoholic 

lltdlhClN 

I ,., tiu- inosi pan. severe CNS dysfimciion has been 
couM lcied as <me of the most consistent and disabling 
o.m|i.ments ..f this syndrome. Thus. Clarren and Smith' 
Mate. ".Mtlioiigh mil all persons allected are retarded, 
r.,ri lv l>as ..n allected patient displayed average or better 
,|,.,„ ..vcago menial ability." However, l.emoine et al' 
dcsinbed hyperactivity together with pioblcins in atten- 
tion and sch.M>l behavior in children born to hcavy- 
dr.nUng m.nhers. and Streissgiith'- rep*.rted dilliculties 
«„ icsts of iichievemeut. including reading, spelling, and 
arithmetic, someiinies in the absence of severe niorplio- 
lofic mai.ilcs.ati.ms of fetal alci.hol syndiiune. Stre.ssguth 
ci .1- have alv. described a child with iinHlcrately severe 
fetal alcohol syndrome and m.rmal IQ with both »H:havior 
and learning ditiiciilties. Our findings provide further 
SUPP.UI for the iKlief that milder degrees of CNS dysfiinc- 
a.e frequently encountered in the olVspring of aleo- 
h.,l„ w.,.,ien. and suggest consideration of an expansu.n 
o( the ..Mu. pt of fetal alcolml syudMuie ti. mcliide 
lKl...v,..ial and learning delicits as manifestations oft NS 
...volvemcnt. Such a broadened perspective is of practical 
sipmlicaiicc in that appreciation of the lull spectrum of 
( NS disabilities that might rellcct etham.l teratogenicity 
amiifcs examination for subtle fMidmgs that may not lend 
Uicuiselves ... early rec..g.iii..m or to satisfying .p.anl.Uea- 
„..„ I lase abnormalities may ..cenr in cliihircn of n.irma 
intelligence and may be apparent .mly when the child 



must utilize higher cognitive priK-csses i.. meet aca.lemic 
demands in a classriKim situation. 

in our role as physicians closely ass«ciate.l with a 
learning dis«.rders unit, we arc particularly sensitive to 
the frequency with which learning diiricnliics are ascribed 
to environmentally determined enx.li.mal and vKial lac- 
tors in the oirspring ..f alcoholic women, with little or n.. 
consideration given to the possibility that p<H.r sclu«.l 
performance may rcneet a learning disability. Our (Hid- 
ings suggest that rather than f.KUsing solely .m the 
intractable home situation of children born to alc.holic 
women, consideration of a referral for evaliiati.m aiul 
possible special ediicaii.m placement as a learning .li^- 
ahled child be made. 

An increasing b..dy ..f evidence" stigyests a rclati.m- 
ship between parental alc.hol abuse and the development 
of dis.irdcrs of activity and learning in their ollspimg as. 
i.»r example, in the symptom complex currently desig- 
nated attenti.m ilelieii dis..rder--. this relationship is n..t 
exclusively mediated by s.Kial experience. Our data 
indicate a constellati.m of mild dysmorphic leas.iies ..I 
fetal alcoh.)l syndrome, lindinus of liyperactiviiy and 
persistent school learning dilliculties in cliildicii with 
nnrmal intelligence b..rii to heavy-.lrinkmg ni..lheis. 
Alcohol exixisiire in liter., may be an iinp..rtant. p.eveni 
able deierininant of attenti..ii deficit syndi.mics in chiUI- 
IkhkI. 
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APPENDIX B: 

LETTER FROM PRISON: A Cocaine-Addicted Mother 

The foltowing letter was written by a mother who was incarcerated for a robbery she committed, whiU 
pregnant, to support her cocaine addiction. She wrote the letter as a testimony for Parent-to-Parent of Florida, t< 
be used in hearings with Florida legislators. Today she has three children and has overcome her drug problem. 



March 25, 1987 



Dear H.T., 

How are you doing? I hope as your eyes fall upon these words you are in the best of health and happiness. I 
am doing fine. I am so sorry it took me so long to write to you. It might be too late for this letUr, but I hope it's not 
and I hope this is what you wanted. 

Well, it started when I realized that I was pregnant. By me smoking cocaine heavily, I didn't realize that I 
was three months. I thought I was two months. And when I did, the first thought was I didn't want to be pregnant. 
It was the last thing I wanud. I wanted to smoke and I knew I had no business smoking cocaine while I was pregnant, 
so I thought of the next thing and that was of having an abortion, but the baby's father didn 't want that. He wouldn 7 
payfor it and got upset with me for even thinking about it. I still didn't want to have a baby. I felt like it wasgoing 
to slow me down or stop me from smoking. I Oldn't want to stop and so I didn't I kept right on smoking. 

Atthisdme, I wouldn't tell anyone, only the father knew. I wouldn't go to the doctor either. Ihadjustmade 
up in my mind that I was not having any baby. One night I started having pains in my stomach and I thought I was 
having a miscarriage. I wouldn 't say anything about the pains, I was trying to wait until I saw blood until I went to 
the hospital. Then they couldn't stop me from losing it. But the pains got so I couldn't bear them and it was also 
making it hard for me to breath so I told the father to call the ambulance for me. Anyway, I went to the hospital and 
at first they didn 't know why I was having pain and was so short of breath. After a little whUe J threw up and the pain 
went away and I could breathe again. 

While I was waiting for them to tell me why I was havingthese pains, I had given them a urine sample and 
they ran tests on it. Shortly after I threw up they came back and told me I was pregnant and the pains were only gas pains 
so when I threw up, U relieved the pain. I had just eaten something that disagreed wUh my system, that was all. I 
saidtomyseff. Hell, Iknowl am pregnant and you meant to Ull me that I am not having amiscarriage. Youknow. 
it seems like I was so upset with them. 

In the meantime, I was beginning to show so I had to tell sooner or later. I finally made up my mind to go 
to the doctor and by this time I thought I was about five months. The doctor I went to had delivered my last child and 
she knew me pretty well. By me smoking all the time I didn't have money to pay the bUL The father had insurance 
on me from his job, so she took that. When she checked me she kept on asking if I was sure how many months I 
was I told her yes, I was sure. So she decided to have one ofthose things (I don't know how to speUU) where utells 
you how many months you are, whatyouare carrying and how many youare carrying. Just to make sure that I really 
was how many months I was saying. 

It tumedoulthatl was more. lalsofoundoutthatl was carrying twins. Justus she wasaboutto take theguider 
off she spotted another head. I told her it was a mistake, checkagain, it can't be true. I didn't want one baby, letalone 
two. Whatam I going to do wUh twins when I am staying out and smoking cocaine. I just didn't want any babies. 

Now I go home and tell the father that I am carrying twins and we deckled to teU my mother. She got upset 
because she knew I was smoking heavy. 

After a month or so I started liking the idea tlua I was going to have twins. I would stop smoking for awhile 
and then start again ttfter. My doctor aktd me if I was using any kind of drugs and I told her that I was only smoking 
pot, butthat wasall. ShetoUmeIneed«dtostopsmokingUandIlUdandsaidIwould,butldidn'tstopsmokingcocaine 

or pot. 
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One day whenl went to pick up the father's paycheck, I smoked italiup. I wanted more cocame, butdutn t 
have anymoney. Sol robbed a store to get more money to smoke some more. I was still pregnant. Iwascaughta, 
3 M that following morning and I stayed in jaU until lunchtime on Tuesday. They lei me go because I was a high 
risk of going into early labor, that is why they let me go on my own recognizance. 

A#y doctor had me come in and did afull Check up on me andaskedme why I was smoking cocaine and said 
that U could ham mybabies. But U just went in one ear and out the other. M/ell,one Friday morning I started 
smoking, butnot that much. Atabout 6:00 that Saturday morning I went into labor and went tothe hospital. My 
doctoraskedmeiflhodbeensmokingandofeounelliedagainandtoldherno,lhaventbeensmok,ngsinx:ey^^^ 
thestore. Then she dui an x-ray on me and U,td me she wanted to see which way the l^bUs were lying mid M 
not they were in a downward posUion. They were. Then I got scared and happy too because now I really did want the 
babies I had the fint baby and heard it cry and all of a sudden it didn'tmake any more noise and the doctor goes 
todoatlkindofthingsto U. I ask what is the maUer with it and am also trying topush the other twin out //« n-on / 
comesolhavetohaveaC-sectionandtheyarestUltryingtoworkwUhmyfmtbaby. lamwaUingtohavetheCsection 
and the other baby's heart stops beating. Everything seems to be going wrong now. I just don t know how to take it 
or accept it. So finally I have the C-section and the other baby came and he had no heart beat when be came. 

When I finally came to, they told me that my babies were having a lot of problems and I started thinking 
about all the cocaine I had been smoking throughout my whole pregnancy. Tome,! knew that is why my babies were 
having problems and suffering like they were. 

They were both rushed to Shands Hospital aiul put on breathing machines. They couldn't breathe for 
themselves and tlie doctor didn't think they were going to make it. I just knew that if I hadn't been smoking while I was 
nregnant,theywouldhavebeenalright.lhatedmyselffora,atbecauseofmystupid,dumbselfmessupmybabieshves^ 

So one of my babies got to where he could breathe by himself That was the first one T., and they took him off the 
machine. The second one, G., never did make it off the machine. They called for me to come to Sbaiuls and I did. 
They told me that G. was dead and that the machine was doing all his breathing for him and that he was in a deep 
coma and was not coming out of U. They wanted to unplug Ids machine. I said no at first. I wanted to avoid the 
issue.thethoughtofunpluggingG'smachine. I told the doctor to waitand maybe lu would come out of it. and to 
please give him some more timi. He said that there was no use, the baby was dead. It was so hard to hear that. So 
me and the father went back the next day. I watched him unplug the machine and watched my baby die. 

I felt like I pulled the plug. I killed my baby smoking cocaine. I was so angry, but not angry enough to stop 
smoking cocaine. 

T, was doing fine. He had a set-back, but he was doing good. I tried so hard to make him al least make it 
as I lostG. I went home that day and just said. Why, God, why? Why didn't he just take me instead of Inm. 

T was getting better, so they transferred him to Tallahassee at T.K.M. Hospital. I went and stayed a 
weekendtheresolcouUlearnhowtotakecareofhisspecialneeds. Iwastryingand so determined to make him survive 
There werecertain things that the doctors said he wouldn't be able to do. And some of the things they said he would 
not be doing he did them. I was so happy when he did some of them. But I was stUl smoking and hadn t learned my 
lesson yet The pediatrician that was seeing him was very happy with his progress. He was gaining weight a,ul 
eZythint IwassoproudofmyselffordoingsowellwUhhim. nook T. to the doctor and he had gained some more 
ZgLa£hehadalightcbld.ButUwasnotunusualthathehavealightcoldbecausehewUlalwaysk^^^ 

of his problems. Other than that he was doing just fine. 

That was on Friday, March 21. On Saturday morning, March 22, I was wakened up by my other older son 
at about 7:30 to feed him. I wenttofix T's formula to feed him and he was stillasleep, orsolthought IcouUnt 
wakehimup,soItnedtolisUn for a heartbeat and couldn't hear one. Irushedhim tothe hospital and I waited and 
waited After about 20 or 30 minutes the doctor came out ami told me my baby was dead. They couldn t revive him. 
I was in shock. I feU Uke somebody had just shipped me in the face. I cried out and said, No. not again! >\oiT. 
God - You took one. wasn't he enough?.' 
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home, get away from home and everything and everybody. 

The day came wHen!Hadtoput T. away, .went to ^^^i^;,^^^^^^^^ 
tosee Himoneisttime. ''^Wn'/^-an/zo/ooMjii^-an^^^^r^^^^^ cover him with dirt, 

ZTwo^nLtake anything eUe from me and that was the U.t straw. 




•1/ rcw*^*-*^* 

«s..,H^.i^,.^^,«^^n,.,«^i;'-''p'^r:''JSZ 

now, bui I hope to hear from you soon. Take Care. 



Ijtve, 



ERIC 
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